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MEDICAL ASPECTS IN THE PREVENTION AND MANAGEMENT OF LATE 
AND LATENT SYPHILIS* 


BY ALBERT PFEIFFER, M. D., 
DIRECTOR, DIVISION OF SOCIAL HYGIENE, NEW YORK STATE DEPARTMENT OF HEALTH 

The prevention of late syphilis depends primarily upon the ef- 
fectiveness of the management of syphilis in its early stages. The 
term ‘‘management’’ is used rather than ‘‘treatment’’ as it ex- 
presses the situation more clearly and embraces other factors, such 
as epidemiology, the ascertaining of the original source of infec- 
tion, the locating and getting contacts examined, and the follow-up 
of lapsed cases that enables the clinician to administer continuous 
therapy, which is so essential to cure. 

The practicing physician is not prepared to conduct many of 
these activities as they require organized effort and a specially 
trained personnel. In this field, the State Health Department has 
a definite responsibility in order to be assured that the early infec- 
tious case is under proper control and so continues. As a routine 
general procedure, the inauguration and development of a sane and 
practical type of epidemiology will undoubtedly be the next impor- 
tant step. 

Syphilis has become the foremost communicable disease which 
the State is going to control, if not eradicate, through a major 
offensive. Economic necessity requires the prevention of late 
crippling syphilis. Untreated syphilis can generally be considered 
infectious from one to five years after the disease is contracted. 
One year’s continuous therapy including at least 20 arsphenamine 
injections and a heavy metal (bismuth) is considered the minimum 
amount of treatment to cure or arrest early syphilis. Our standard 
is 18 to 24 months’ treatment or a year’s continuous treatment 
after the Wassermann reaction becomes negative. Skin and mu- 
cous membrane relapses are commonly observed during the first 
six months except when the best modern continuous treatment is 
given. Extensive studies in large treatment centers show that 
70 per cent of patients stop treatment within this six months’ dan- 
gerous period, while private practice on the whole would probably 
show an even larger percentage. 


*Presented at Quarterly Conference of New York State Department of Mental Hygiene at Albany, 
March 28, 1935. 











186 PREVENTION AND MANAGEMENT OF LATE AND LATENT SYPHILIS 


Effective handling of this enormous and diffieult problem re- 
quires the best kind of team-work between the health authorities 
and the practicing physicians who first see 65 per cent of all early 
syphilis eases. There seems to be evidence that the medical pro- 
fession is in entire agreement as to the necessity for this harmoni- 
ous cooperation. Infectiousness can be controlled by treatment; 
therefore, if all early cases could be found, placed under the neces- 
sary supervision and kept there, this, the greatest and most diffieult 
of modern public health problems, would soon be solved. 

The first visit of the patient is the psychological and strategic 
time to impress upon hin the absolute necessity for continuous and 
lengthy treatment. Proper suggestions at this time will have a 
lasting impression. A circular of instructions which ean be read 
and reread by the patient will reinforce the remarks made by the 
physician. The Sanitary Code requires that these circulars, which 
are supplied free by the State Department of Health, be given to 
patients, and they are of great assistance to the physician as well 
as to the patient. 

A sympathetic well-trained social service worker is of inesti- 
mable value in establishing a friendly and human relationship 
with patients at a clinic or in a busy practice. At present, social 
service at our clinics is the weakest link and offers the greatest 
opportunity of development. 


PRINCIPLES OF TREATMENT 

Social and medical prophylaxis could solve our problem but 
their effective universal application is as yet inadequate. 

Importance of darkfield test. When the primary lesion appears 
and is diagnosed as such by the darkfield test, the chances of cure 
are about 18 per cent better while the blood test is negative than 
when the blood is positive, and 22 per cent better than when sec- 
ondary lesions have appeared.* This darkfield service is available 
to all physicians through our capillary mailing tube outfit. 

In early syphilis, an arsphenamine is the sheet anchor of treat- 
ment. The goal is the complete sterilization of the patient by the 
use of an active spirillicide in some form of arsphenamine. The 
important factor is continuous treatment with an arsphenamine 


*Moore, “Modern Treatment of Syphilis’, page 177 
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and the concurrent use of bismuth salicylate rather than the par 
ticular type of arsphenamine. Bismuth is a relatively weak spirilli- 
eide and its main synergistic action is believed to be the stimulation 
of the patient’s own defense mechanism. The trend of modern 
treatment is toward longer initial courses of arsphenamine and 
shorter intervals of bismuth between the arsphenamine courses. 
Probably any schedule of treatment that will insure 20 arsphena- 
mine injections and as many of bismuth salicylate during the first 
six months would be satisfactory. In the mass management of 
syphilis, this amount of treatinent should be concentrated within a 
six months’ period as it will be recalled that the majority of the 
lapses from treatment are within this period. 

Treatment Schedule for Early Infectious Syphilis. Colonel Har- 
rison early stressed the importance of the concurrent use of bis 
muth and arsphenamine, and claims none of his early cases so 
treated have developed central nervous system syphilis. Person 
ally I subseribe to his views and have formulated the following 
treatment schedule, which I use, subject, of course, to modifications 
in accordance with the sensitivity and tolerance of the patient. My 
clinic is conducted on Tuesdays and Fridays. The first day in the 
treatment of an early case, we start with a minimum dose of sul 
pharsphenamine of 0.3 gm. to test the patient for tolerance and to 
avoid a Herxheimer reaction, giving at the same time a full dose 
of bismuth salicylate. At a2 to 4 day interval we give the regular 
dose of sulpharsphenamine 0.45 gm. and after the third treatment, 
we alternate twice a week between sulpharsphenamine and bismuth 
salievlate until the patient has had 12 injections of sulpharsphena- 
mine. Then we give weckly doses of bismuth for 4 to 6 treatments, 
followed by 4 weekly doses of sulpharsphenamine and continue in 
this order for 12 to 18 months without rest periods. Close obser 
vation is made of the patient and before each arsphenamine treat 
ment questions are asked as to appetite, general feeling, loss of 
weight, or any other premonitory sign of intolerance. Intolerance 
to arsphenamine may be shown early by an eosinophilia, and in 
all cases exhibiting pallor, loss of weight, general malaise, ete., a 
blood count is made and arsphenamine treatment is discontinued. 
By exhibiting vigilanee for danger signals, serious reactions can 
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usually be avoided. The attendance at our clinic runs between 50 
and 80 patients twice a week and no serious reaction has occurred 
for over a year. 

Wassermann Blood Tests. Frequent blood Wassermann exam- 
inations are unnecessary and have the disadvantage that the pa- 
tients are likely to stop treatment as soon as a negative test is 
obtained. In the sero-negative case, a blood test the first week is 
useful to ascertain if it has remained negative from the beginning. 
Many cases, no doubt, are on the point of becoming positive and 
do so at the beginning of treatment. Knowledge of this fact is 
important as a guide to the management and possible prognosis of 
the case. Permanent reversals of the Wassermann reaction to 
negative within three months can be expected in 950 per cent of 
cases in early syphilis having continuous treatment as against only 
4 per cent with intermittent treatment. Ultimate reversals to 
negative of the Wassermann reaction can be expected in 30 to 50 
per cent more cases when treated continuously. Incomplete treat- 
ment is particularly dangerous to the patient in the primary sero- 
positive case because his own protective defense mechanism—the 
protective action from the skin and the reticulo-endothelial tissue 
response—is interfered with and the patient becomes vulnerable 
to a general dissemination of the infection in vital structures such 
as the cardiovascular and central nervous system. Spinal fluid 
examinations are recommended between the fifth and sixth month 
of treatment and always before patients are dismissed as ‘‘cured’’. 

Intramuscular versus Intravenous Medication. Ehrlich, through 
necessity and not choice, had to use the intravenous route for the 
administration of arsphenamine. He preferred intramuscular ad- 
ministration on theoretical grounds as being more effective, and 
this preference is indorsed by some syphilologists today. Until 
sulpharsphenamine was produced in 1922 in this country, no suit- 
able arsphenamine was available for intramuscular use. I prefer 
sulpharsphenamine intramuscularly for universal treatment and 
use it in an increasing percentage of early cases and in most of the 
late cases. When administered in this way, its therapeutic value 
is comparable to arsphenamine, and [ believe it is superior in spe- 
cial cases such as late congenital syphilis and central nervous sys- 
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tem syphilis. Its routine use depends upon technic and personality 
to some extent. The dose should not exceed 0.45 gm. dissolved in 
1e.ec. of distilled water or sterile saline solution, and injected in the 
gluteal or lumbar muscle, using a 44-inch 35 to 36 gauge needle. 
The area where the injection is made should be rubbed vigorously 
with alcohol both before and while administering the drug. The 
patient often does not realize just when the injection is made. It 
should not be made into the subcutaneous fatty tissue because pain 
and induration are likely to result. 


Arsphenamine Reactions. The possibility of adverse reactions 
from sulpharsphenamine (given intravenously) has been greatly 
over-emphasized as is shown by our ten-year experience in clinics 
and in the general practice of many physicians in up-State New 
York. There is a considerable element of danger in the casual 
use of any arsphenamine and none of them should be given without 
a complete physical examination or until a careful estimate of the 
patient’s general condition and possible ability to stand the treat- 
ment has been made. Most of the trouble has come from large 
doses given in a concentrated solution at short intervals and admin- 
istered too rapidly. Sulpharsphenamine is relatively more fool- 
proof than the other arsphenamines and while at least as safe as 
its sister preparation, neoarsphenamine, I consider sulpharsphena- 
mine considerably more effective and adaptable for general prac- 
tice. A brief review of the recorded fatal cases in New York State 
for the last decade is instructive and illuminating. 


Dermatitis and Blood Dyscrasias. The crities of sulpharsphena- 
mine state that it is much more likely to cause dermatitis and the 
blood dyserasias than other arsphenamines. In regard to derma- 
titis, this as a rule results from an accumulated action following 
considerable treatment with any arsphenamine, and premonitory 
danger signals usually are given such as a generalized pruritus fol- 
lowed by an erythema or a localized patch of dermatitis. If these 
are heeded, severe reactions can be avoided. In the case of blood 
dyscrasias, these also have been observed to follow all the arsphe- 
namines. They may appear without any warning and indicate a 
definite sensitivity of the patient. Alcoholism and debilitating 
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conditions such as a delayed convalescence from influenza are con- 
sidered predisposing factors. 

Encephalitis Hemorrhagica. The most serious reaction, which 
is fortunately rare, is ercephalitis he imorrhagica, and this usually 
follows the first two or three injectious. Mighty-two such cases 
have been recorded in the literature by Schamberg and Wright and 
only 4 were of American origin. However, it is undoubtedly not 
as rare as these figures would indicate. A review of known fatal 
cases In up-State New York alone in the last decade shows 4 as 
follows: 


Arsphenamin¢ Sulpharsphenamine Neoarsphenamine 
1 l l 
(Following 3rd dos Following 2nd dos Following 3rd or 4th dose 
l 


Following 2nd dos« 


The few eases here recorded can offer no indictment against any 


particular arsphenamine, and fortily the argument that any arsphe- 
namine may be the cause of such a fatality in a particularly sus- 
ceptible patient. 

In this connection it should be noted that considerably more 
neoarsphenamine and sulpharsphenamine have been administered 
than arsphenamine. During the last ten years, the State Health 
Department has distributed 49,167 grams of arsphenamine, 172,153 
grams of sulpharsphenamine, and 64,964 grams of neoarsphena- 
mine,* while the reported fatal cases are 10 for arsphenamine, 18 
for sulpharsphenamine, 26 for neoarsphenamine, and 4 for neoars- 
phenamine and sulpharsphenamine combined. In these instances, 
the arsphenamines are usually stated as a contributory cause of 
death while the primary cause is recorded as myocarditis, cardiac 
failure, aortic regurgitation, exfoliative dermatitis, acute arsphena- 
mine poisoning with meningeal flare-up, acute or chronic nephritis, 
uremia, acute degeneration of the liver, cirrhosis of the liver, syphi- 
litic myelititis of the cord with peripheral neuritis and optie neu- 
ritis, and acute miliary tuberculosis. Twenty-three of these pa- 
tients were over 40 years of age; 11 of whom were over 50 years, 
) over 55, and 3 were in the 69th year. 


*Distributed only since 1932 
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Late and Latent Syphilis. The medical histories of these cases 
as stated in the records exhibit in the most forceful manner possi- 
ble the necessity of treating the patient first and the disease second. 
While the goal in early syphilis is to sterilize and cure the patient, 
the goal in late syphilis is to prevent degenerative changes and to 
prolong life. Occasionally primary syphilis is seen in an elderly 
patient and it should be treated as such, with modifications for his 
physical condition and ability to tolerate treatment. A common 
story is a four-plus Wassermann reaction in a patient who gives a 


blank history or one with the possibility of infeetion 10 to 20 


9?) 


years previous with no definite physical findings. In these patients 
there is always the possibility of visceral involvement with a low 
chronie activity or a latent condition that can easily be activated by 
administering an arsphenamine. In carly syphilis, arsphenamine 
was emphasized as the mainstay of treatment. In late and latent 
syphilis, bismuth, mercury and the iodides are the infantry while 
the arsphenamine, tryparsanude, malaria, ete., are the special arms 
of our service. 

Stokes has most aptly stated that ‘‘most latency is underexam- 
ined and overtreated.’’ An argument has been promulgated in 
latent cases to *‘let well enough alone’’ as the patients have prob- 
ably developed their own bodily defense against the disease. This 
may be good practice in patients past the ordinary expectancy of 
life. However, even if they are in a latent condition, women of 
the child-bearing age and most other patients I believe can be bene- 
fited with appropriate treatment. I prefer to regard these so-called 
latent cases of syphilis as potentially cardiovascular or neuro- 


syphilitic and advise some treatment each year as good insurance. 


We must not minimize the possible importance of a complete com- 
plement fixation, precipitation or flocculation test, or overempha- 
size a partially positive or doubtful blood test which are often 
found in routine examinations. The ordinary latent case can be 
given rest periods but should have what corresponds to a year’s 
continuous treatment and in the absence of any physical findings 
can be placed in the class that requires a yearly check-up. This 
procedure applies also to the so-called Wassermann fast cases. 
Autopsy records at Johns Hopkins Hospital* between the years of 


*Moore, ‘‘“Modern Treatment of Syphilis’, page 280. 
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1910 and 1930 reveal that of 105 cases of aortitis only 4 had been 


diagnosed as such and this condition was suspected in only 13 
others. 


The brilliant, almost miraculous success attained in the treat- 
ment of early and active syphilis is very much counter-balanced by 
the tragedies that occur in late and latent syphilis. In these cases, 
starting treatment with an arsphenamine should not be considered. 
The treatment of late syphilis is quite individualistic and requires 
the physician’s best judgment based upon sound fundamental 
knowledge of internal medicine and experience, and should not be 
undertaken as a routine procedure. 


DISCUSSION 


The CHAIRMAN (Dr. Parsons): May I ask Dr. Pfeiffer what consideration has been 
given in the past to the question of immunization against syphilis and what reasonably 
can be shortly anticipated? 

Dr. PFEIFFER: That would be a very excellent solution of the question if, by one to 
three weekly injections of some preparation, we could provide an immunity, but nothing 
has been done of a practical nature as yet. 

The CHAIRMAN: Are they working on it? 

Dr. PFEIFFER: It has been debated but nothing has been accomplished up to the 
present time. As soon as the patient has had proper treatment and the disease is appar- 
ently arrested or cured, he loses whatever immunity has been built up, and is subject to 
reinfection. We do not get any lasting immunity from having had the disease. 

Dr HuTCcHINGS: I would like to ask Dr. Pfeiffer to tell us how he modifies his treat- 
ment when the patient shows some slight evidence of beginning optic neuritis. 

Dr. PFEIFFER: This undoubtedly would be a case of late syphilis and should be 
treated as such in an individualistic manner. Following the administration of trypar- 
samide, about 3 per cent of cases get some eye involvement, and if treatment is discon- 
tinued, there is little danger of permanent injury. When optic neuritis occurs in a 
patient under arsphenamine treatment, we do not often know whether this is caused by 
syphilis or possibly caused by or accentuated by the arsphenamines, and in some instances 
we may feel that treatment should be persevered with. Personally, I prefer to err on 
the side of safety and to discontinue treatment with any preparation of arsenic in 
these patients. We do know that in the early days of Ehrlich’s experiments with arsenic 
preparations, there were frequent cases of optic neuritis but modern arsphenamines are 
not considered to produce this condition. At the first sign of optic neuritis in a patient 
under active treatment, I discontinue the arsphenamines indefinitely and rely upon bis- 
muth and the iodides. We get very good results with bismuth treatment and this can 
be continued almost indefinitely; we should have no hesitancy at all in persevering in 
its administration. Moreover, we repeatedly see bad results by trying to force the 
arsphenamines into such patients. There are some patients who are particularly sus- 
ceptible to the arsphenamines and in whom their use is indicated. In these cases, one 
has to use considerable judgment in respect to modifying treatment. This requires the 
application of sound fundamental medical training and years of experience in the spe- 
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cialized practice of syphilology. Unless the clinician has that background, he should 
call in a consultant. We believe that while physicians generally should treat syphilis, 
they should do so only under the supervision and guidance of a syphilologist if one is 
available. 

Dr. CHENEY: I am greatly interested in Dr. Pfeiffer’s discussion, particularly because 
of our concern with neurosyphilis, its early recognition and treatment. I wonder whether 
Dr. Pfeiffer could tell us how frequently he finds an involvement of the central nervous 
system, as shown by spinal fluid examination, in early syphilis and what treatment he 
carries out in such cases of early neurosyphilis, that is, whether arsphenamine may be 
expected to bring about subsidence of the central nervous system involvement, and how 
long one should continue depending upon arsphenamine for the treatment of neuro- 
syphilis before resorting to the use of tryparsamide which presumably has a better effect 
on neurosyphilis. Certain reports indicate that some patients who eventually develop 
general paresis show involvement of the central nervous system soon after infection 
and that in these patients such involvement does not respond to the ordinary methods 
of treatment. I should be interested to know whether Dr. Pfeiffer finds such cases in his 
experience and whether he would advocate the use of tryparsamide or malaria within 
six months or a year after the beginning of arsphenamine treatment when it was found 
that the central nervous system involvement did uot subside. 

Dr. PFEIFFER: This is a very practical question indeed. When syphilis becomes gen- 
eralized as it does the first few days after exposure (although the primary lesion may 
not appear for ten days or three weeks or longer), still it is a generalized disease and 
we begin treatment as soon as the diagnosis is made. Under treatment, the blood is 
expected to show marked improvement in the first three weeks of treatment. If it does 
not show practically a complete reversal of the Wassermann reaction within the first 
six months, we suspect central nervous system or cardiovascular complications. After 
six months’ treatment with the arsphenamines and bismuth, if a spinal fluid is still 
positive, we must consider the necessity of changing to more specific therapy such as 
tryparsamide or malaria. If these cases show an increased cell count or significant gold 
curve, we should by all means give malaria at an early date. 

Many, if not most of the cases of asymptomatic neurosyphilis can be effectively 
treated as ambulatory patients at the clinic. It is not considered for the best interest of 
the State to hospitalize them and give malarial treatment. However, there is some differ- 
ence of opinion on this point. In some of the provinces of Canada and by some of the 
syphilologists in this country, this has been adopted as a routine matter. It may be a 
sound thing to do and also the best thing, but we have not considered it advisable or 
necessary from an economic standpoint. We do not believe it necessary to give malaria 
treatment to all cases because we know that the vast majority of them do respond to 
our treatment of arsphenamine, bismuth, iodides and tryparsamide. Dr. Solomon has 
shown in a series of cases at the Psychopathic Hospital in Boston that those patients 
who have had a sound basic treatment for syphilis respond much better to either try- 
parsamide or malaria than those who have had no previous treatment. 

Dr. CHENEY: Dr. Pfeiffer, would you recommend Dr. Stokes’ book on syphilis as one 
of the best? 

Dr. Preirrer: I do not think there is any book published in this country or abroad 
that is so embracing, so complete and so well written as Dr. Stokes’ book on ‘‘ Modern 
Clinical Syphilology.’’ It is a classic and redounds to the credit of American syphilolo- 
gists. It is recognized as a monumental piece of work. A good book, which is more 
brief, is Moore’s ‘‘ The Modern Treatment of Syphilis.’’ 











TRENDS IN THE OUTCOME OF GENERAL PARESIS* 


BY HORATIO M. POLLOCK, PH. D., 
DIRECTOR OF MENTAL HYGIENE STATISTICS, NEW YORK STATE DEPARTMENT 01 
MENTAL HYGIENE 

During the past 12 years the treatment of general paresis in 
State hospitals has undergone a remarkable transformation, 
Through the efficacy of the newer methods of treatment, a fatal dis- 
ease has become curable and hope has displaced despair in the 
minds of many afilicted persons. In this wonderful achievement, 
modern medical science adds another victory to its long list of 
triumphs over disease and death. 

Many pape I's have be en published sho\ Ing results in the treat- 
ment of groups of patients by tryparsamide, malaria, radiothermy 
and diathermy. Such communications, valuable as they are, give 
a detailed view of only part of the picture. To comprehend fully 
the results of the newer methods of treatment, 1t 1s also necessary 
to have a general view of outcome with respect to all eases. 

With this thought in mind we have studied the statistical history 
of the first admissions to our civil State hospitals for the years 
1920 to 1931, inclusive. We stopped with 1931 as we destred to 
have a four-year period of observation for all cases. As the newer 
methods of treatment were adopted to a considerable extent in 
1925, the fiscal years, 1920-1925 may be taken as the period ‘* before 
treatment’’ and the years 1926-1931 as the period ‘‘atter treat- 
ment’’. The difference in results in the two periods is truly 
remarkable. 

Other bases of comparison are found in studies of outeonie in 
general paralysis cases made by Dr. Mortimer W. Raynor and by 
Mr. Raymond G. Fuller. In June, 1923, Dr. Raynor presented at 
an interhospital conference held at Manhattan State Hospital a 
paper entitled ‘‘ Remissions in General Paralysis’’. The paper was 
based on a study of 1,004 male first admissions with general paraly- 
sis reeeived at the Manhattan State Hospital during the period 
from July 1, 1911, to June 30, 1918. These patients were consid- 
ered by Dr. Raynor as untreated cases as they had received no spe- 


*Read at Quarterly Conference of New York State Depariment of Mental Hygiene at Albany, 
March 23, 1935. 
The assistance of Miss Mary A. Cooney, Mrs. Ruth Young Hurst and Miss Gertrnde M. Mack 
in the preparation of this paper is gratefully acknowledged 
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cial treatment by use of arsenical preparations. Of the 1,004 pa- 
tients, 882, or 87.8 per cent, had died previous to the date of the 
study ; 40 cases were known to be living; the status of 20 that had 
heen discharged was unknown and 62 cases had been deported ; Say 
or 3.0 per cent, of the cases had had remissions. Of these, 19 had 
later died; 85 patients, or 9.0 per cent of the total, had lett th 
hospital as improved. 

The study by Mr. Fuller as entiticed ‘* Fixpectation ot Hospital 
Life and Outeome of Mental Patients on First Admission’? and was 
published in the Psycnratric QuArTErLy for April, 1930. This study 
dealt with general paralysis as well as other principal psychoses 
The data with respect to eeneral paralysis were obtained by study 
ing the statistical history of 600 male and 600 female paretic first 
admissions to the New York civil State hospitals received during a 
period directly following October 1, 1909. As these cases were 
admitted before the introduction of salvarsan, they could all be 
considered untreated eases. Mr. Fuller found that 75.5 per cent 
of the male patients with general paralysis had died in the hos 
within four years and $1.8 per cent within 15 years. Of 
the female cases, 59.8 per cent had died within four years and 


67.2 per cent within 15 years; 14.3 per cent of the males and 21.0 


per cent of the females had been discharged within 15 vears. 

According to Mr. Fuller’s findings at the end of 15 years, 8.1 
per cent of the patients h general paralysis remained in the 
hospitals; 74.5 per cent had died in the hospitals and 17.7 per cent 
had been discharged and had not returned. 

The figures compiled by both Dr. Raynor and Mr. Fuller indicate 
clearly the generally hopeless prognosis of general paresis that had 
prevailed for many years prior to 1925 

The present study comprises 10,240 first admissions, of whom 
8,186 were males and 2,054 females. (See Table 1.) There has 
; 


been a slight upward trend in the annual number of first admis- 
sions during the years studied but the rate per 100,000 of popula- 
tion decreased from 7.9 in 1920 to 7.2 in 1931. Among the females, 

in 1920 to 3.4 in 1931. The 
upward trend in discharges and the downward trend in deaths are 
clearly evident in the data set forth in the table. These will be 
more fully shown in later tables. 


however, the rate inereased from 
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Attention is called to the fact that 1,439 patients, first admitted 
during the 12-year period under consideration, were still in the hos- 
pitals on February 1, 1935. These cases comprised 13.5 per cent of 
the males, and 16.1 per cent of the females. 


TaBLE 2. PER CENT DISTRIBUTION BY AGE GROUPS OF FIRST ADMISSIONS WITH GENERAL 
PARESIS, 1920-1931 














| Total | Age groups 
first : Soe a ae - 
Year admis- Under 20, 20-29 30-39 40-49 50-59 60-69 70 years Unascer 
sions years years years years years years and over tained 
Males 

1920 .. 683 0.6 3.5 34.7 34.1 21.5 5.6 sch 
1921 iy OTE 0.1 4.5 34.0 38.2 17.4 5.2 0.6 
1922 .. . 661 0.5 4.1 32.2 37.1 18.5 7.0 0.6 0.2 
1923 655 5.0 31.5 37.1 20.9 5.0 0.5 
1924 . 664 0.2 4.2 33.1 38.1 22.0 6.6 0.6 0.2 
1925 ...... 658 0.5 4.4 30.7 36.8 30.5 6.4 0.8 
1926 .. 656 0.3 3.5 34.1 36.0 18.9 5.5 1.2 0.5 
oo . 645 03 4.3 27.9 40.2 20.5 6.4 0.3 0.2 
1928 736 0.5 4.8 30.7 37.4 20.1 6.0 0.8 
1929 ... 692 0.6 3.2 28.9 36.4 21.7 8.1 1.2 
1930 . 743 0.4 4.6 80.8 36.7 20.2 6.3 0.9 , 
1931 722 0.7 5.4 27.7 36.8 21.6 6.5 is 0.1 

Total . 8,186 0.4 4.3 $1.3 36.6 20.3 6.2 0.7 0.1 
——— — ———— es jose oe eee 

Females 

1920 . 142 0.7 9.9 28.2 32.4 25.4 3.5 
1921 159 1.9 9.4 32.7 34.0 17.0 5.0 ath 
93a «.. 174 0.6 11.5 35.1 28.2 18.4 5.2 1.1 
1923 144 0.7 12.5 29.2 37.5 14.6 5.6 os 
1924 161 0.6 8.7 30.4 37.3 18.0 4.3 0.6 
1925 170 1.8 5.9 30.6 34.1 20.6 7.1 ; 
1926 154 0.6 7.1 23.4 35.7 25.3 5.8 1.9 
1927 175 2.3 10.3 27.4 $6.0 16.6 6.3 1 a | ; 
1928 193 3.1 8.8 24.4 38.3 17.1 6.2 1.6 0.5 
1929 177 0.6 2.0 24.9 39.0 16.9 9.0 0.6 
1930 193 2.6 11.4 31.6 29.5 19.2 4.) 1.6 
1931 . 212 2.4 6.6 34.9 32.5 16.5 6.1 0.9 

Total 2,054 1.6 9.2 29.5 4.5 18.6 5.7 0.8 * 
veo eee a = = ee ee 





*Less than 0.05 per cent 


AcE DistrIBUTION 

To show possible trends in ages of first admissions during the 
period, we have computed the per cent distribution by age groups 
and sex for each year. The results appear in Table 2. Consider- 
able variation from year to year is found in both sexes. This would 
be expected as the numbers in the several age groups are not large. 
It will be noted that in the groups under 30 years of age, the per- 
centages of females are much larger than those of the males. Of 
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the whole number studied, 88.2 per cent of the males and 82.6 per 
eents of the females were hetween 20 and 60 vears of age at time 
of first adinission. About two-thirds of the patients are admitted 
during the fourth and fifth deeades of life. No marked trends iy 
age distribution are observable in the period studied. 


TABLE 3. DURATION OF HOSPITAL LIFE PREVIOvS TO FIRST DISCHARGE | Py 


ADMISSIONS WITH GENERAL PARESIS, 1920-193] 


he tal fé 
Total 
‘ , lis 
ler € l 17 18-25 24 months 
nont!} hs hs mo and over 
Ma 

1920 8 Los 67 ] 
1921 671 111 77 12 ( 
1922 l 17 l R 
1923 f l 7 2 s 7 
1924 12 28 { ¢ 
1925 658 146 { 1 14 18 
1926 . 18 16 17 
1927 64 221 Fs 7 17 22 
1928 7 2 Q9 67 2 l ; 
1929 692 21¢ 111 4 27 1 10 
1930 74 Jie 133 63 is 5 14 
1931 122 238 $3 HE 19 10 1 

Total 8,186 2,039 1,076 195 212 97 159 

Fema] 

1920 1 1 19 ' 
1921 159 rf 19 S z 1 
1922 174 35 1 ' 
1923 1 t4 a! > 
1924 9 . 
1925 17 17 19 16 { f 
1926 154 54 af is 11 1 4 
1927 l if c 
1928 19 73 37 ' 
1929 177 64 39 11 { 
1930 1 77 tf 1 9 
1931 212 (§: 412 

Total 2,054 611 312 160 62 


DISCHARGES 
Table 3 classifies discharges of each year by duration of hospital 
life, Of the males, 24.9 per cent, and of the females 29.7 per cent, 
were discharged during the period elapsing from time of admission 
to February 1, 1935. More than half of the discharges occurred 
within 6 months following admission. The upward trend of dis- 
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charge Ss during the Te riod StTuced 3 clearly evident among hoth 


males and females. Correspondingly, there is a trend toward 


A more sieniliecant story is told 1) Table 4. Hlere is civen a 
definit accounting of the beneficent effects of the newer methods 


of treatment. Comparing results among males of 1920 with those of 


9 . . 
1931, we note 5 recoveries among the cases of the tormer year and 
) 1 Ny ] i4 ‘) } . > 
2°) among those ot 1 i fs. ao it proved cases of] the tor 
} 47 =e o~ , > ° : 
mer vear, ana 9} of the la Cr, wt SEE qd cases oO] the roOrimer 
year, ali 95 ol the lat 1 s bell ! ‘ are seen in the figures 
] “4 ‘ 
elating to females 
I t 4 IT ITH Atk 
} ‘ | 
Year first 
’ 
I ? 1/1 proved | Other 
c i 
1920 68 - 


925 f 2 

926 f f { 7 

927 64 1 aT, 7 ‘ 

1928 7 - ' 
1929 - 
1930 { ‘ 


19 1 

1921 1 1 , 

1922 1 17 

19 , ? 
1924 1f , 

1925 1 1 

192¢ 154 

1927 

1928 1 , 

1929 17 f 

1930 | 

1931 21 j 24 ) 











200 TRENDS IN THE OUTCOME OF GENERAL PARESIS 




























































































TRENDS IN IMPROVEMENT AND DEATH RATES 
PER 100 OF MALE FIRST ADMISSIONS, 1920-193] 
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CHART 1 

In Table 5, rates of recovery and improvement per 100 first ad- 
missions are given for each year from 1920 to 1931. The rates 
under each heading vary but little from 1920 to 1924. Gains in 
improvement are noted in 1925 and more marked gains in the suc- 
ceeding years. The table relating to males shows that of the 1920 
first admissions, only 9.9 per cent were discharged as benefited by 
treatment. Of the 1930 admissions 29.1 per cent were so dis- 
charged. Had the former rates prevailed with respect to the 1931 
admissions the number of male first admissions of that year who 
were later discharged benefited by treatment would have been 71 
instead of 209. 

Among females in general the rate of patients discharged as ben- 
efited by treatment is much higher than that found among males. 
Of the 1920 female first admissions, 6.3 per cent were discharged 
as much improved and 9.2 per cent as improved, a total of 15.5 per 
cent. This is in contrast with 9.9 per cent of the males of the same 
year. Of the 1930 female first admissions, 36.8 per cent were dis- 
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charged as benefited by treatment. Considering the serious nature 
of the disease and the fact that many patients are admitted in a 
critical condition, the latter results are truly remarkable. The 
trend in rates of improvement shown by this table is very encour- 
aging. 


TABLE 0. RATES OF RECOVERY AND IMPROVEMENT PER 100 OF Fir: ADMISSIONS WITH 
GENE PARESIS, 1920-193] 
<— * =— = ——————— 
| Condition on discharge* 
- Total first 
Year his | 
admissions | Recovered Much improved Improved | Unimproved 
Males 

1920 ich 683 4 1.1 54 5.4 
1921 - 671 1 1.8 4.9 6.7 
1922 661 0.5 56 5.6 5.1 
1923 ; 655 0.2 6 6.3 4.3 
1924 is 664 .$ 7.5 4.7 6.5 
1925 658 10.6 6.4 40 
1926 ae 656 1.1 14.6 8.2 41 
1927 ‘ 645 1.9 13.3 1.6 7.4 
1928 ; 736 7 16.7 10.9 a” 
1929 692 0.4 16.2 10.8 3.8 
1930 ; 743 1.5 18.0 9.6 2.7 
1931 ; 722 2.8 13.3 12.9 4.0 

Total 8,186 0.9 11.0 8.2 48 

Females 

1920 142 f 12 6 
1921 159 8.2 6.9 7.5 
1922 174 6.9 6.3 5.7 
1923 144 9.0 9.0 4.2 
1924 161 2.5 12.4 6.2 3.1 
1925 170 1.8 12.4 5.9 7.6 
1926 p 154 13.6 14.9 3.2 
1927 175 +4 8.€ 11.4 2.9 
1928 ee 193 3.1 16.6 14.0 2 
1929 177 16.9 14.1 3.4 
1930 193 | 19.2 14.5 2.6 
1931 212 9 18.9 11.5 4.2 

Total 2,054 i; 12.8 10.5 4.6 

“In addition 6 cases were otherwise disc} arced 


As age is a factor in promoting improvement and recovery, we 
have tabulated condition on discharge by age groups. The results 


are shown in Tables 6 and 7. In both males and females the high- 
est rates of recovery and improvement are shown in the age groups 
hetween 20 and 40. The rates decline in the succeeding decades, 
Gratifying results, however, are obtained with patients in the 
groups from 40 to 70 years of age. 
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ToraL 6. CONDITION ON FIRST DISCHARGE OF FIRST ADMISSIONS WITH GENERAL PARESIS, 
CLASSIFIED BY AGE GROUPS, 1920-1931 





Condition on discharge 


Total Total 
Age groups, first dis 
years admissions -harges Recovered oo , | Improved | Unimproved | Others 
improved 
Mal 5 
Under 20 30 10 1 3 } 
20-29 352 127 52 416 26 
| 0-89 2,565 785 28 353 246 158 
40-49 3,000 738 27 344 23 133 3 
=0-59 1,664 315 9 127 121 58 
60-69 509 60 2 22 21 15 
70 and over 59 1 2 
Unascertained 7 1 ; 1 
Total 8,186 2,039 7 901 669 396 3 
Females 
Under 20 32 18 6 5 7 
20-29 189 66 f 25 22 12 1 
30-39 606 208 14 98 66 30 . 
40-49 708 208 ) 8a 85 24 1 
50-59 383 98 6 88 34 20 ‘Ga 
60-69 118 13 7 3 2 1 
70 and over 17 
Unascertained 1 
Total 2,054 611 35 263 215 95 3 
TABLE 7. RATES OF RECOVERY AND IMPROVEMENT PER 100 oF First ADMISSIONS WITH 





GENERAL PARESIS, CLASSIFIED BY AGF GROUPS, 1920-1931 


| Condition on discharge 
| - = 
Aze groups, years 
Recovered Much improved | Improved Unimproved 
Males 
20-29 0.9 14.8 13.1 7.4 
30-39 1.1 13.8 9.6 6.2 
| 10-49 4 ‘ 0.9 11.5 i 
50-59 0.5 7.6 7.3 5 
60-69 0.4 4.3 4.1 2.9 
Total discharges 0.9 11.0 8.2 4.8 
| Females 
20-29 ; ‘ 3.2 13.2 11.6 6.3 
eee ee - 2.3 16.2 10.9 5.0 
40-49 ; rere. eT 1.3 12.6 12.0 3.4 
50-59 1.6 9.9 8.9 5.2 
60-69 5.9 2.5 i 
Total discharges . , Be 12.8 10.5 
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In Table 5, rates of recovery and improvement per 100 first ad- 
missions are given for each year from 1920 to 1931. The rates 
under each heading vary but little from 1920 to 1924. Gains in 
improvement are noted in 1925 and more marked gains in the suc- 
ceeding years. The table relating to males shows that of the 1920 
first admissions, only 9.9 per cent were discharged as benefited by 
treatment. Of the 1930 admissions 29.1 per cent were so dis- 
charged. Had the former rates prevailed with respect to the 1931 
admissions the number of male first admissions of that year who 
were later discharged benefited by treatment would have been 71 
instead of 209. 

Among females in general the rate of patients discharged as ben- 
efited by treatment is much higher than that found among males. 
Of the 1920 female first admissions, 6.3 per cent were discharged 
as much improved and 9.2 per cent as improved, a total of 15.5 per 
cent. This is in contrast with 9.9 per cent of the males of the same 
year. Of the 1930 female first admissions, 36.8 per cent were dis- 














assed 





HORATIO M. POLLOCK, PH. D. 201 


charged as benefited by treatment. Considering the serious nature 
of the disease and the fact that many patients are admitted in a 
critical condition, the latter results are truly remarkable. The 
trend in rates of improvement shown by this table is very encour- 
aging. 


TABLE 5. RATES OF RECOVERY AND IMPROVEMENT Per 100 Or First ADMISSIONS WITH 
GENERAL PARESIS, 1920-1931 





Condition on discharge* 



































— Total first 
admissions Recovered Much improved Improved Unimproved 
Males 

BERD -cccccesvews 683 0.4 4.1 5.4 5.4 
SE wsecseecse 671 0.1 4.8 4.9 6.7 
EY ids 44.02 2 OS 661 0.5 5.6 5.6 5.1 
BE. sscvcescse 655 0.2 5.6 6.3 4.3 
ee 664 0.3 7.5 4.7 6.5 
SE. 6adee quo 658 0.3 10.6 6.4 4.9 
 <weeeecae 656 1.1 14.6 8.2 4.1 
Grr 645 1.9 13.3 11.6 74 
ee ee 736 0.7 16.7 10.9 3.7 
0 Se oe 692 0.4 16.2 10.8 3.8 
eres 743 1.5 18.0 9.6 2.7 
er 722 2.8 13.3 12.9 4.0 

Me ‘keene 8,186 0.9 11.0 8.2 4.8 

Females 

6 ka ae 66-0 a6 142 6.3 9.2 6.3 
SE aie biog ae ace 159 8.2 6.9 7.5 
aaa 174 ee 6.9 6.3 5.7 
a ree. 144 _ 9.0 9.0 4.2 
SEY . Bese autre A orden 161 2.5 12.4 6.2 8.1 
ME 2 wa:¥0< 660% 170 1.8 12.4 5.9 7.6 
eee 154 8.2 13.6 14.9 3.2 
EE be alone whee 175 3.4 8.6 11.4 2.9 
ET ad cess kas 193 2.1 16.6 14.0 5.2 
i 177 1.7 16.9 14.1 3.4 
eee 193 3.1 19.2 14.5 2.6 
SE Sake aon caes 212 0.9 18.9 11.3 4.2 

a 2,054 1.7 12.8 10.5 4.6 





*In addition 6 cases were otherwise discharged. 


As age is a factor in promoting improvement and recovery, we 
have tabulated condition on discharge by age groups. The results 
are shown in Tables 6 and 7. In both males and females the high- 
est rates of recovery and improvement are shown in the age groups 
between 20 and 40. The rates decline in the succeeding decades. 
Gratifying results, however, are obtained with patients in the 
groups from 40 to 70 years of age. 
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TRENDS IN IMPROVEMENT AND DEATH RATES 
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RATES OF RECOVERY AND IMPROVEMENT PER 
100 OF MALE FIRST ADMISSIONS 
WITH GENERAL PARESIS, 
CLASSIFIED BY CONDITION ON DISCHARGE, 1920 AND 1931 
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ToTaL 6. CONDITION ON First DISCHARGE OF FIRST ADMISSIONS WITH GENERAL PARESIS, 
CLASSIFIED BY AGE GROUPS, 1920-1931 





Condition on discharge 
Total Total 


























Age groups, 
years Gest vend Much “a i ed | Othe 
| admissions charges Recovered imguoved Improv Unimprov rs 
Males 
Under 20 ...... 30 10 1 8 8 3 
BEE” kG Weare ole 352 127 3 52 46 26 
BE dois ©2600 2:0:0 2,565 785 28 353 246 158 oe 
Pe csss veces 3,000 738 27 344 231 133 8 
BD ccccccese 1,664 315 9 127 121 58 . 
ee 509 60 2 22 21 15 ° 
70 and over .... 59 a ea <a 1 2 . 
Unascertained .. 7 1 — ‘“ ae 1 oe 
 .seece 8,186 2,039 70 901 669 396 8 
Females 
> Peer 32 18 es 6 5 7 a 
BD ccicccsces 189 66 6 25 22 12 1 
Pe évceeesee 606 208 14 98 66 80 ee 
BED écccccceces 708 208 - 89 85 24 1 
DD éead-nnese 383 98 6 88 34 20 oe 
GOD  cccccccce 118 13 oe 7 3 2 1 
70 and over .... 17 m F . = 
Unascertained .. 1 . ee ee 
,_ eee 2,054 611 85 263 215 95 3 





TABLE 7. RATES OF RECOVERY AND IMPROVEMENT PER 100 oF First ADMISSIONS WITH 
GENERAL PARESIS, CLASSIFIED BY AGE GROUPS, 1920-1931 
































] Condition on discharge 
Age groups, years 
j Recovered Much improved Improved Unimproved 
! 
Males 
ES are olen Be ees 0.9 14.8 18.1 74 
Ny 4005 00 od kee ae ed 1.1 13.8 9.6 6.2 
eee 0.9 11.5 7.7 4.4 
NE. eclach aisesh, bran MCAS ang to detise 0.5 7.6 7.3 3.5 
ers oe ge eer 0.4 4.3 4.1 2.9 
Total discharges ........... 0.9 11.0 8.2 4.8 
Females 
Rl :5. os bcsacde rhs a een ule osama 3.2 18.2 11.6 6.8 
a ee pe ee 2.3 16.2 10.9 5.0 
Ss ra) on ene oe 1.3 12.6 12.0 3.4 
ee ee 2s eee 1.6 9.9 8.9 5.2 
I Ni ice dh asthe se 50 ew Baha a 5.9 2.5 1.7 
Total discharges ........... 1.7 12.8 10.5 4.6 
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RATES OF RECOVERY AND IMPROVEMENT DER 
100 OF FEMALE FIRST ADMISSIONS 
WITH GENERAL PARESIS, 
CLASSIFIED BY CONDITION ON DISCHARGE, 1920 AND 1931 
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DEATH RATES PER 100 OF MALE FIRST 
ADMISSIONS WITH GENERAL PARESIS, 
CLASSIFIED BY DURATION OF HOSPITAL LIFE, 1920 AND 1931 
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DEaTHS 


The newer forms of treatment while promoting recovery and im- 
provement naturally lower the death rate. In a study made by the 
author in 1923, concerning general paresis in New York State, 
1913-1922, it was found that the deaths in the hospitals from this 
disease amounted to 87.7 per cent of the first admissions. In other 
words the disease proved fatal in the hospitals in an average of 7 
out of 8 cases. Dr. Raynor, in the study previously referred to, 
reported a death rate of 87.8 for the period covered. 


TABLE 8. DEATHS OF FIRST ADMISSIONS WITH GENERAL PARESIS CLASSIFIED BY 
DURATION OF HospITaL LIFE, 1920-1931 





Duration of hospital life 
Total 


_— first Total 48 


admis- | deaths | pager 6| 6-11 | 12-17 | 18-23 | 24-35 | 36-47 | months 

















sions months | months | months | months | months} months| and 
over 
Males 
RY acs cs eae 683 599 265 104 71 43 52 26 88 
BERR sccccces 671 578 234 104 71 54 58 24 33 
BED ccvccece 661 541 221 88 72 38 61 23 88 
SEP .s0cbs008 655 550 246 93 64 44 57 16 80 
BE 66d wakes 664 516 207 80 77 40 51 28 83 
SP 6h000%080 658 471 210 84 48 87 36 14 42 
er 656 407 216 60 27 23 29 14 38 
BED ebsccecs 645 853 190 56 32 16 18 15 26 
BED ocsccnes 736 363 206 41 29 12 28 14 33 
BRP weccceces 692 356 200 52 26 18 25 27 13 
BESO ccccccce 743 826 201 46 16 11 22 17 13 
ere 722 297 196 38 25 12 17 8 1 
Total .... 8,186 5,357 2,592 846 558 343 454 226 338 
Females 

ae 142 110 57 9 13 7 YW 1 14 
BE éveconse 159 123 46 17 17 10 16 6 11 
EE ahh aaceae 174 138 63 21 15 g 10 8 12 
re 144 119 43 19 14 10 17 o 12 
re 161 105 41 13 15 8 11 7 10 
Ee 170 110 57 12 7 7 14 7 6 
BE ei aegemar 154 86 44 15 11 5 3 5 7 
ED ha Sasa os 175 100 46 13 8 10 8 + 11 
Rs ties. ares 193 87 45 12 9 8 2 4 12 
Ser 177 87 60 6 7 2 5 3 4 
ae 198 74 39 12 4 5 4 6 4 

Me Gt.b2-00 0% 212 87 52 12 8 8 7 5 - 
Total .... 2,054 1,226 593 161 128 75 106 60 103 
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Referring to Table 8, we note that 599 of the 683 male first ad- 
missions of 1920 died in the hospitals. The rate was the same as 
that above mentioned namely, 87.7 per cent. The death rate within 
four years was 82.1 per cent. The death rate among the male first 
admissions of 1931 for a like period was 41.0, practically half of 
that found among the first admissions of 1920. 

Of the 683 male first admissions of 1920, 561 died within four 
years following admission. Of the 722 male first admissions of 
1931, 296 died within a like period. In the former smaller group 
the deaths within four years exceeded those of the latter group by 
265. A mere glance at Table 8 is sufficient to reveal the great sav- 
ing in human life that was effected by the newer methods of treat- 
ment of general paresis in the State hospitals from 1926 to 1931. 





DEATH RATES PER 100 OF FEMALE FIRST 
ADMISSIONS WITH GENERAL PARESIS, 
CLASSIFIED BY DURATION OF HOSPITAL LIFE, 1920 AND 1931 
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In order that exact comparisons might be made of death rates 
during various periods of hospital life, results are set forth on a 
percentage basis in Table 9. The rates under the various headings 
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in the table are cumulative so that complete rates for 6 months, 12 
months, 24 months, 36 months and 48 months are given for the first 
admissions of each year. ‘ 


TaBLE 9. DeaTH RATES PER 100 or First ADMISSIONS WITH GENERAL PARESIS, 
CLASSIFIED BY DURATION OF HOSPITAL LIFE, 1920-1931 





Death rates by duration of hospital life 

















Year 
Under 6 Under 12 Under 24 Under 36 Under 48 
months months months months months 
Males 

BOBO ..cccsccee 88.8 54.0 70.7 78.8 82.1 
WOBL .nccccccce 34.9 50.4 69.0 17.6 81.2 
BOER cccccccces 33.4 46.8 63.4 72.6 76.1 
BOB ncccccccce 37.6 51.8 68.2 77.0 79.4 
BODE .cccccscce 31.2 43.2 60.8 68.5 72.7 
1O0BB .ncccccces 81.9 44.7 57.6 63.1 65.2 
190836 ..rcwceceee 82.9 42.1 49.7 54.1 56.3 
ROBT .ccccccces 29.5 38.1 45.6 48.4 50.7 
ROBB .ncccccces 28.0 33.6 89.1 42.9 44.8 
BOBO .nccccccce 28.9 86.4 42.1 45.7 49.6 
BEBO cccccccece 27.1 833.2 36.9 39.8 42.1 
BORE cn ccccccese 27.2 82.4 87.5 89.9 41.0 

| ree 31.7 42.0 53.0 58.6 61.3 

Females 

BOP accsescens 40.1 46.5 60.6 66.9 67.6 
BE wecsvccees 28.9 39.6 56.6 66.7 70.4 
ere 36.2 48.3 62.1 67.8 72.4 
BOBS cccccccccs 29.9 43.1 59.7 71.5 74.3 
BEBE cccccccode 25.5 33.5 47.8 54.7 59.0 
BERS nccccccces 33.5 40.6 48.8 57.1 61.2 
BEE sccccceces 28.6 38.3 46.1 48.1 51.3 
BEE scccccesee 26.3 33.7 44.0 48.6 50.9 
BED cccseseves 23.3 29.5 35.8 86.8 88.9 
Be as0000e6s0 33.9 37.3 42.4 45.2 46.9 
BBBO .cccccccce 20.2 26.4 31.1 83.2 36.3 
BE 6448e00080 24.5 30.2 85.4 38.7 41.0 

Oe. 004.068 28.9 36.7 46.6 51.8 54.7 





Of the male first admissions of 1920, 38.8 per cent, died within 
the first six months of hospital life; 54 per cent within the first 
year; 70.7 per cent within two years; 78.3 per cent within three 
years and 82.1 per cent within four years. Of the male first admis- 
sions of 1931, 27.2 per cent died within six months; 32.4 per cent 
within one year; 37.5 per cent within two years, 39.9 per cent 
within three years and 41 per cent within four years. 
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Death rates of female first admissions with general paresis aver- 
age lower than those for male first admissions during the period 
under consideration. For the last year of the period, however, the 
rates among males and females were nearly equal. In general a 
decline in the rates among females has been similar to that among 
males although the percentage reduction in the rates among 
females is less. The general trend in death rates among both 
males and females is downward and we should expect still lower 
rates for this psychotic group in future years, as treatment 
becomes standardized and is made available to a larger percentage 
of cases. 


TABLE 10. DEATH RATES IN CERTAIN AGE GROUPS PER 100 OF FIRST ADMISSIONS WITH 
GENERAL PARESIS, CLASSIFIED BY DURATION OF HospiITaL LIFE, 1920-1925 





| Duration of hospital life 
Total 

















| ae | Se | 
- admissions Under 6 | Under 12 | Under 24 | Under 86 | Under 48 
months months months months months 

Males 
0 171 120 24.0 35.1 49.7 60.8 63.7 
__ eae 1,306 996 82.2 45.0 60.3 67.5 711 
Se eswoes 1,439 1,194 34.2 48.0 65.8 74.2 771 
a 804 696 37.6 52.1 69.7 77.6 81.3 
ae 238 220 45.8 65.1 79.0 85.3 88.7 
Total ... 3,958 3,226 34.5 48.3 64.9 712.8 76.1 

Females 

er 91 58 18.7 30.8 40.7 51.6 53.8 
30-39 ...... 296 216 28.7 37.2 51.0 60.8 66.2 
ME. 2.066% 321 236 33.3 42.1 58.3 64.2 67.0 
50-59 ...... 180 146 43.3 52.2 66.7 71.7 75.0 
60-69 ...... 49 42 38.8 57.1 63.3 717.6 77.6 
Total ... 937 698 32.7 42.2 56.1 64.0 67.6 





In order to show more definitely the changes in death rates that 
have occurred during the latter part of the period studied, we have 
compiled Tables 10 and 11. Table 10 shows death rates for certain 
age groups classified for various periods of hospital life for the 
first admissions from 1920 to 1925 inclusive. Table 11 gives sim- 
ilar data for the first admissions of the years from 1926 to 1931 
inclusively. The one period comprises roughly the first six years 
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of the newer treatment and the other period the last six years of 
the older methods of treatment. The contrasts in rates for the two 
periods are most striking. For the first period the admissions num- 
bered 4,895 and the deaths 3,924. For the second period the admis- 
sions numbered 5,199 and the deaths, 2,560. The number of admis- 
sions for the first period were 304 less than those for the second 
period but the number of deaths were 1,364 greater. 


TABLE 11. DEATH RATES IN CERTAIN AGE GROUPS PER 100 OF FiInST ADMISSIONS WITH 
GENERAL PARESIS, CLASSIFIED BY DURATION OF HOSPITAL LIFE, 1926-1931 





Duration of hospital life 




















Age groups, — Total aang eS en ee } 
yeuss admissions | %°*™* | Under 6 | Under 12 | Under 24 | Under 36 | Under 48 
months months months months months 
Males 
ee 181 62 18.2 22.7 26.0 30.4 30.9 
A ee 1,259 512 22.6 27.8 32.6 35.1 36.9 
0b ......... 1,561 158 27.7 34.8 40.7 43.5 45.6 
1 Sere 860 520 34.9 43.0 49.9 54.5 58.1 
ree 271 207 48.7 60.1 66.4 71.6 73.8 
Total ... 4,132 2,054 28.6 35.5 41.2 44.5 46.8 
Females 
20-29 ...... 98 36 16.3 22.4 28.6 30.6 33.7 
$069 ....... 310 106 18.1 22.3 26.1 28.7 31.3 
40-49 ....... 387 182 27.9 33.3 89.0 41.6 42.6 
5050 ....... 208 126 36.0 41.9 49.8 53.2 59.1 
60-69 ....... 69 56 34.8 53.6 75.4 76.8 76.8 
Total .... 1,067 506 26.0 82.1 38.7 41.3 43.9 





It is noteworthy that for nearly every age group and every 
period of hospital life, the death rate in the latter period was con- 
siderably lower than in the earlier period. Among males in the 
age group 20-29 years the death rate within 4 years in the first 
period was 63.7, and in second period 30.9. The corresponding 
rates among females were 53.8 and 33.7. Similar contrasts in rates 
are seen for the other age groups. Naturally, the effects of the 
newer treatment on the death rate becomes less as the age of the 
patients advance. 
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CoNncLUsSIONS 


1. The trend in rate of male first admissions with general pare- 
sis is slowly declining but the trend in female first admissions is 
rising. 

2. No change is found in trend in age distribution of first ad- 
missions with general paresis. 

3. Trends in recovery and improvement in general paresis cases 
are upward. 

4. Trends in death rates in general paresis cases are downward. 

5. Noteworthy gains are found in results of treatment in all age 


groups of both sexes during the period 1926 to 1931 as compared 
with the period from 1920 to 1925. 
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DISCUSSION 


Dr. CHENEY: I should like to ask Dr. Pollock one question: Do the figures in the 
tables pertain only to the patients admitted during the year specified, with the results 
as of February 1, 1935, or do the figures following the various years pertain to the 
results obtained with respect to other patients in that year? I am under the impression 
that the first assumption is the correct one but I should like to be quite clear about it. 

Dr. Pottock: The figures throughout refer to the first admissions of each year. Not 
what happened in the year but what happened to the cases of each year. We traced the 
first admissions of each year through to discharge or death if such occurred. 

Dr. CHENEY: It has been very interesting to hear this presentation. I have felt for 
some time that it would be very important to bring together the results of treatment 
in general paresis as carried out by the different hospitals and to learn as definitely as 
possible what has been accomplished in the treatment and to determine what form of 
treatment seemed most beneficial. 

We wish to be able to answer the question, if possible, whether tryparsamide is as 
beneficial as malaria or whether two forms of treatment in combination, bring about the 
best results. 

It has seemed that from the very large number of cases that have been treated in 
the past ten years in this State, we should be in a fairly good position to draw conclu- 
sions regarding certain questions of treatment and possibly to draw up a formulation 
of what should be advocated in general as the most beneficial method of treatment. 
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I should like at this time to express my appreciation of the cooperation of the various 
hospitals already shown, in the preparation of their reports to be presented at the inter- 
hospital conferences. 

The CHAIRMAN (Dr. Parsons): May I ask, Dr. Pollock, whether you were able to 
determine the economic results? I asked Dr. Pollock if it were possible for him to 
determine whether or not the use of tryparsamide and other methods of treatment for 
general paresis had resulted in a saving to the State or whether the untreated cases 
would remain in the hospital a longer time and whether the number of discharges com- 
pensate for the cost of treatment of general paresis. 

Dr. PoLttock: I have thought about the problem quite a little and I do not see any 
way of working out specific data with the information we have at hand. We can make 
some approximations but they would not be very satisfactory. For instance, we do not 
know how valuable improved cases that go out from the hospital might be. If they were 
able to resume their former occupations and become valuable members of the commun- 
ity, it would be very substantial economic gain but without knowing to what extent they 
are restored to usefulness, it would be very difficult to determine the economic signifi- 
cance of treatment. The humanitarian significance is without question. 

The CHAIRMAN: I think it would be possible to evaluate the economic aspects to 
State hospitals but I can see that you cannot determine it for the community. 

Dr. Pottock: I think we could do that fairly well, but it would require quite an 
extended analysis and considerable additional data. 

The CHAIRMAN: Would you venture a guess on what the result would be? 

Dr. Pottock: I think without question that the newer treatment is an economic gain 
to the State. 

The CHAIRMAN: It costs less to maintain patients who remain in the hospitals in an 
improved condition. 

Dr. PoLtock: Of course, a larger proportion of the patients are now discharged, and 
of those remaining many are in an improved condition. It would, therefore, seem prob- 
able that the cost to the State hospital per patient would be less if they were properly 
treated than otherwise. Of course, we have to consider that without treatment a much 
larger proportion of the patients would die early. That could hardly be counted an 
economic gain. 

Dr. Hutcuines: I think we have available figures in the older years which would 
show that cases of general paresis admitted to a hospital had average duration of life 
of something around three years. Now if it can be shown that under treatment the 
average patient was discharged under three years and restored either to his family or 
industry, one would be able to prove a saving to the State by treatment. 














_ DETERMINANTS OF ADEQUATE PSYCHOTHERAPY IN A PUBLIC 
MENTAL HOSPITAL* 


BY LELAND E. HINSIE, M. D. 


1. Tue Setting 


Adequate psychotherapy in a public mental hospital is not sim- 
ply a question of possessing a psychotherapeutic procedure that 
may in itself be expected to aid the patient in the removal of his 
difficulties. The qualifying phrase, ‘‘in a public mental hospital’’, 
raises many issues upon which depend the success or failure of any 
form of psychotherapy. Many of the factors that help to determine 
whether a certain program will lead to a favorable outcome are 
associated with the setting in which the program is applied. 
Indeed, the setting is so important as to be inseparable from the 
special technical procedures: It seems desirable, therefore, first 
to indicate, however briefly, some of the important constituents of 
the background against which the psychotherapy is to appear. 


Among the many advances that have taken place in the therapy 
of psychiatric disorders, psychotherapy has definitely gained a 
place of merit in a manner that was not applicable three or four 
decades ago. Medical authorities are now in agreement with the 
idea that the formulations of Freud provided, and continue to pro- 
vide, great impetus to the advancement of psychotherapy. In the 
earliest years during which Freudian conceptions were being prac- 
tically tested, it soon became obvious that from the point of view 
of therapeutic results there existed two large and general groups 
of patients. The first group consisted of those patients who could 
be understood and adequately treated from the point of view of 
this new form of therapy (psychoanalysis). The patients in this 
group comprised in the main the clinical syndromes observed in 
the psychoneuroses and for obvious reasons practical psychothera- 
peutics gained its greatest activities in patients who were moder- 
ately well integrated in the community, in patients whose social- 
ized tendencies were still such that they could be put to useful and 

*From the Department of Clinical Psychiatry, New York State Psychiatric Institute and Hospital, 


New York. Read at the 89th annual meeting of the American Psychiatric Association, Boston 
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economic service to the patients themselves and to the environment 
in which they moved. Since its beginning psychoanalysis has ad- 
vanced steadily through the psychoneurotic reactions, so that today 
it may be reasonably stated that under careful selection of the 
types of syndromes to be treated cures may be expected. During 
this developmental stage of psychoanalysis it was logical to pur- 
sue therapy most energetically among those patients in whom the 
best results were possible. This trend led to the development of 
special groups of physicians who practiced psychotherapy privately 
in their own offices. This tendency continues to move forward and 
to gain fresh energy as its usefulness becomes further demon- 
strated. 

There is a second large group of psychiatric syndromes that 
have been studied with much intensity, but which, for reasons not 
yet accurately known, do not lend themselves to the same favor- 
able outcome as those in the psychoneurotic group. The mental 
operations in this second class are in general understood, yet psy- 
choanalysis in a strictly therapeutic sense is not yet found to be as 
efficacious as it is in the psychoneuroses. As a tentative designa- 
tion for these two large classes, the term ‘‘ transference neuroses’’ 
is applied to the first, while the expressions ‘‘narcissistic neuroses’’ 
and ‘‘psychoses”’ refer to the members of the second group. Such 
a division is evidently arbitrary and helps to divide clinical psy- 
chiatric disorders in general, although it does not necessarily imply 
that all syndromes may be subsumed under either the one or the 
other. There is a middle group of patients in whom mixed fea- 
tures appear. For instance, a severe case of obsessional neurosis 
may exhibit preponderantly narcissistic tendencies, while a patient 
of the manic-depressive reaction-type may show the cardinal fea- 
tures that are commonly associated with the transference neuroses. 

Several important issues arise from the foregoing observations 
—issues that form the precursors for a comprehensive survey of 
adequate psychotherapy in a public mental hospital. In the first 
place public mental hospitals have in numerous instances changed 
their character and facilities to an appreciable extent within the 
past several years. The majority of them are therapeutic hospitals, 
whereas in their early evolution they necessarily had to meet cus- 
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todial needs. To be sure, they also provide accommodations which, 
because of inadequate therapeutic possibilities, are essentially cus- 
todial in character. It must be granted, however, that in many 
hospitals the therapeutic attitude far outweighs the custodial. 

A second important progressive step is an outgrowth of the 
first, namely, that from the start the medical interne carries into 
public mental hospitals the ideas of therapy that were taught to 
him while he was a medical student. It is a truly significant gain 
to the field of psychiatric medicine that many medical schools now 
devote a far greater number of hours to psychiatry than was the 
situation a decade or more ago. Therapy is the keynote in the 
curricula. In this fact, then, perhaps rests one of the principal 
determinants of psychotherapy in a public mental hospital. In 
other words, there must be facilities for carrying out the thera- 
peutic projects before one may be in a position to gauge the relative 
merits of the projects. In a sense adequately trained physicians 
constitute a part of the facilities. 

A third consequential issue is related to the two just mentioned. 
With adequate material and professional facilities, set up for thera- 
peutic purposes, the general type of patients who enter the hos- 
pitals changes to a marked extent. Such hospitals furnish the re- 
quirements for the treatment of incipient psychiatric disorders, 
quite apart from the designations ‘‘transference’’ or ‘‘narcissistic’’ 
neuroses; they furnish facilities for the treatment of patients with 
a long-standing syndrome—patients in whom it is reasonably cer- 
tain that therapeutic gains may be expected. One of the most 
poignant conclusions is implied in the following brief statement: 
Of 170 patients who sought admission voluntarily to the Psychi- 
atric Institute and Hospital an overwhelmingly large percentage 
(approximately 90 per cent of the so-called ‘‘functional’’ types of 
disorders) comprised three main groups—dementia precox, manic- 
depressive disorders and psychoneuroses. The vast majority of 
these patients were adolescents and young adults. Here too is 
another determinant for adequate psychotherapy, for it appears 
to be a fact that the earlier treatment is instituted the more prob- 
able will the outcome be of a favorable character. 

The question of admitting and keeping patients on their own 
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yolition is one of much importance. The patient who voluntarily 
seeks treatment possesses an attitude that ordinarily lends itself 
agreeably to a psychotherapeutic approach. He should be told in 
general terms, before he enters the hospital, what he is expected 
to do, what the physicians hope to be able to do and how both may 
accomplish their aims. A frank, helpful attitude on the part of 
the patient and the physician seems to be of much import. The 
physician explains, among other things, how advisable it is to fol- 
low certain requests as regards the organization of work that is 
necessary in a hospital. When the proper explanations are given, 
the physician is spared part of the difficulties that sometimes arise 
when he has to be firm about certain administrative regulations. 
It has been observed by psychiatrists that when their duties are 
heavily weighted with questions of administration, particularly if 
the latter curtail the reasonable freedom of the patients, a useful 
means of gaining the confidence of the patient is seriously impaired. 

The foregoing comments refer particularly to psychotherapeutic 
procedures that are practiced upon patients who reside continu- 
ously over the treatment period in a hospital. There is a second 
large group of patients who are treated preferably in the out- 
patient departments of psychiatric hospitals. They comprise as a 
rule those patients who respond most favorably when they live in 
surroundings that are natural and helpful to them and when they 
are able to retain as comfortably as possible the social and eco- 
nomic status to which they are accustomed. Unless there are spe- 
cial environmental handicaps, which cannot be overcome save by 
removing the patient from them, it seems to be the procedure of 
choice to treat many of the patients in an out-patient department. 
One of the principal aims of the psychotherapeutist is to keep the 
patient’s interests socialized and obviously this can best be accom- 
plished in many instances through the facilities of the usual envirn- 
ment in contrast to those provided even by the best equipped hos- 
pitals. It does not seem unreasonable to suggest that a hospital 
with an out-patient department only might serve a decidedly useful 
function in the field of psychiatry. 

It is advisable in out-patient department work to set up essen- 
tially the same facilities that the practitioner has in his private 
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office. This evidently cannot be accomplished in exactitude, yet 
certain likenesses may prevail. Without going into details one 
may mention the following factors: (1) the patient should be 
seen by appointment; (2) an effort should be made to insure as 
much privacy as possible while the patient is waiting for the phy- 
sician; (3) the patient should be examined in a room with an 
office-like atmosphere, set apart especially for the purpose; (4) the 
written record of the patient should be honored as a privileged 
communication. It is not possible to make any suggestions as 
regards the frequency of the patient’s visits, for much depends 
upon the circumstances of the individual patient. 

Thus far a brief review of the salient constituents of the setting 
in which the special psychotherapeutic procedures are to be carried 
out has been given. They comprise ‘‘determinants of adequate 
psychotherapy in a public mental hospital’’ and may be summar- 
ized as follows: (1) Many psychiatric hospitals now possess ade- 
quate facilities (architectural, administrative, professional) that 
help to contribute to a favorable outcome under psychotherapy. 
(2) Because of such facilities a large number of patients that may 
be benefited by treatment seek treatment in such hospitals. (3) 
There is an increasing number of well-trained physicians occupy- 
ing therapeutic positions in public mental hospitals. (4) Many 
psychiatric hospitals furnish, in both their in-patient and out- 
patient departments, such privacy as may engender an attitude 
that paves the way for the most favorable conditions under which 
psychotherapy may be applied. The several factors just mentioned 
comprise the first series of ‘‘determinants of adequate psychother- 
apy in a public mental hospital.’’ 


2. Ossects AND Mgans or PsyCHOTHERAPY 


It is true that for the vast majority of patients who are amenable 
to psychotherapy there is a more or less clearly defined approach 
in the form of Freudian psychoanalysis. Up to the present time, 
however, the formal, classical and full technic, save in a few iso- 
lated instances, has been restricted to application in the offices of 
private practitioners. The classical form of psychoanalysis is not 
yet practicable, or at least practiced, except from the research 
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point of view, in public mental hospitals save in a small percentage 
of patients. Therefore, in the outline about to be presented empha- 
sis is laid upon the question of practicability in the light of present- 
day facilities. That is important to keep in mind. Obviously the 
ideal is not yet attainable, although certain potentialities exist. 
There is an overwhelming number of psychiatric patients who con- 
ceivably might be benefited, if there were enough physicians, suit- 
ably trained, to treat them, or if the technic were not so rigorous 
and its application were shortened. The urgent need, which is 
already well on the way to fuller development, is a further exten- 
sion of psychotherapeutic attitudes among physicians. 


I. Psychotherapy is adequate when it enables the patient, who 
had previously enjoyed good health to regain his pre-clinical 
status, by 

a) Complete removal of the clinical symptoms. The possible 
means of accomplishing this are many 

(1) In children by removal of unwholesome stimuli (from 
parents or colleagues), or by detachment of child’s 
interests from earlier habit patterns. 

(2) In adults by one or more of several methods (analy- 
sis, synthesis, catharsis, suggestion, education, re- 
education). 

b) Circumvention of the clinical symptoms, as for example, 

(1) Building up of latent or unused assets. 

(2) Enlargement of interests in the environment (profes- 
sional, recreational, etc.). 

The most comprehensive point of view from which to approach 
the mental aspects of psychiatric patients is the psychoanalytic. 
It should be emphasized that by such a statement it is not meant 
that psychoanalysis as a formal procedure is to be practiced or is 
to be attempted in all cases. It was stated some time back that the 
average psychiatric patient may be best wnderstood from the Freu- 
dian standpoint. What one does with the understanding gained 
by the psychoanalytic attitude is quite another issue. Among the 
vast majority of resident hospital patients the best results are 
achieved by a varied usage of the knowledge gained about the pa- 
tient. In the same patient at different times the method of han- 
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dling the patient may and often does change. In a few instances 
the formal classical technic is preferable, but in the group as a 
whole modifications are advisable and necessary. Sometimes psy- 
chosynthesis is the method of choice; sometimes ‘‘catharsis’’, with 
as much insight as is possible for the patient to gain; perhaps it 
may be wisest to meet certain psychiatric conditions by ‘‘sugges- 
tion’’ therapy, either directly into consciousness or directly into 
the unconscious (i. e., hypnosis); still again, ‘‘psychotherapeutic 
conversations’’ may contribute the best approach. There are vari- 
ous methods of treatment and the well-qualified physician is one 
who possesses the various methods and who uses them as the occa- 
sion demands. One of the methods may be thoroughly adequate 
or inadequate, depending upon the situation that prevails at the 
time that the method is applied. There is, therefore, another de- 
terminant of adequate psychotherapy, namely, the relationship of 
the psychotherapeutic procedure to the temporal and situational 
circumstances that prevail in the given case. 


II. Psychotherapy is adequate when it enables the patient (usu- 
ally an adolescent or a child), who has never experienced be- 
havior, feeling and thinking commensurate with his age or age- 
period to gain (in contradistinction to re-gain) reactions com- 
mensurate with his age or age-period, by complete removal of 
inhibiting factors (endogenous or exogenous). 

III. What are the principles involved? 

1. Analysis of the psyche, with insight into the deeper mean- 
ing of the thought content followed by consequent release 
of emotions from earlier ideational and behavioristic pat- 
terns. The emotions, detached from the earlier mental 
disciplines or from their symbolic representations, are 
then redirected upon sublimated forms of activity, which 
the public mental hospital should in certain selected cases 
furnish or supervise. 

2. The new objects of the instinctive tendencies should com- 
prise 
a. A new family unit. Physician, nurse and other profes- 

sional people, who act as a new parental or familial 
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nucleus. In the transference neuroses the physician 
alone may occupy the several roles, whereas in the 
narcissistic neuroses reality-testing may best be 
achieved through several individual members. The 
public mental hospital is the equivalent of a new home 
with a new family; it should act in the direction of 
forming an ego-ideal to which should flow a large part 
of the libido bound to the original family group or its 
psychic representation (the super-ego). 

b. Social activities that serve to convert subject-libido 
into object-libido. 

e. Industrial activities that may absorb a part of the nar- 
cissistic libido. 

d. The nurse, social worker, and occupational therapist 
play a highly important role, not alone because of 
their intrinsic duties, but particularly because of the 
influences that their personalities bear upon the 
patient. 

Catharsis. Undoubtedly many patients derive much help 
by simply unburdening themselves. Any insight (on the 
part of the patient into the meaning of his problems) that 
may be gained at the same time is valuable. Often the 
physician gains the best insight into the patient’s difficul- 
ties and then he may consider it the procedure of choice 
to outline a program that aims to synthesize, to integrate 
the patient’s mental attributes. 
Synthesis of the psyche, including education, re-education, 
suggestion. The physician acts as a parent and under- 
takes in a direct manner to advise and supervise activities 
that lead to successful socialization and integration. 
Formal psychoanalysis (Freud). Theoretically the classi- 
cal form of psychoanalysis is the means par excellence of 
treating the average psychoneurotic patient and certain 
members of the so-termed ‘‘narcissistic’’ and ‘‘ psychotie’’ 
groups. Up to the present time, however, there are sev- 
eral factors that interfere with the successful application 
of the formal Freudian technic in a hospital setting. 
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In view of the foregoing outline it may reasonably be stated that 
many of the determinants of adequate psychotherapy are not yet 
as comprehensively applicable as one should hope them to be. This 
situation is due in part to the incompleteness of personal and ma- 
terial facilities and in part to the inapplicability of a prescribed 
course of psychotherapy to the needs of the individual under treat- 
ment. Adequate psychotherapy is also determined by, or is a re- 
flection of the selection of the patient towards whom it is intended 
to take a special psychotherapeutic attitude. Moreover, in certain 
instances it is often advisable and necessary to begin psychother- 
apy with one point of view (e. g., synthesis) and later to introduce 
another (e. g., analysis). Sometimes it may be to the best interests 
of the patient to use two or more approaches (e. g., partial syn- 
thesis, partial analysis, partial catharsis) at the same time. 


3. PsycHOTHERAPEUTIC ADJUNCTS 


Psychotherapy in a public mental hospital requires re-enforce- 
ment and assistance from several allied fields. When the patient 
first enters the hospital he comes immediately in contact with the 
field of psychiatric nursing. He is faced with a radical departure 
from his usual environment and there is no doubt that the impres- 
sions created in him by the members of the nursing staff exert a 
decided influence upon him. They continue to play a significant 
role throughout his hospital residence. To them are added the 
impressions that he gains from other departments, notably from 
that of occupational therapy and of social service. There are 
other informal and non-professional groups that may mean much 
to the patient. Sometimes many of his activities are essentially 
with other patients, sometimes they are intimately bound up with 
the members of industrial units, such as carpenters, plumbers, elec- 
tricians, cooks, clerks, farmers, ete., ete. Indeed, the range of 
activities at the disposal of the patient is often larger than that to 
which he had been accustomed before he entered the hospital. All 
of these environments furnish, in addition to their special facilities, 
a most important human element, which undeniably provides one 
of the most telling outlets for the patient’s thoughts, actions and 
feelings. From these several fields arise many of the determinants 
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of adequate psychotherapy in a public mental hospital. None of 
these departments achieves.any special superiority or priority in 
virtue of its own intrinsic values, but in virtue of the personal, 
spontaneous attachments that the patient himself makes, one de- 
partment may come to mean far more to him than any of the other 
departments. 

The three formal points of view (nursing, occupational therapy, 
social service) have approximately the same aims, their differences 
being principally the means by which the aims are achieved. Be- 
cause that is so, it follows that there is gradually developing a uni- 
son and a correlation that serves to integrate more closely than has 
heretofore been possible the several departments, much to the 
advantage of the patient. 

The keynote of psychotherapy is socialization, by which is meant 
that one of the significant attitudes to be taken toward the patient 
is that which strives to direct the feelings, thoughts and activities 
of the patient away from himself and toward reality. It is a well- 
established fact that when an individual becomes psychiatrically 
sick, among the first changes noticed is a withdrawal of interests 
and feeling from the environment and a redirection of those inter- 
ests upon himself. In other words, he becomes asocial. This hap- 
pens in all patients, quite apart from the etiological factors and, 
therefore, at least from the point of view of psychotherapy, it is 
often only of academic interest to regard the condition of the pa- 
tient as ‘‘organic’’ or ‘‘functional’’. To be sure, there may be 
physical handicaps (paralyses, pareses, intellectual defects, etc.) 
that require special consideration, but the point that is being 
stressed is the emotional factor that is invariably present in any 
psychiatric situation. The emotions become preponderantly self- 
centered, not environment-centered. In psychiatric terminology 
the same thoughts are expressed by saying that with the advent of 
a psychiatric disorder the feelings, thoughts and actions are with- 
drawn from objects and enter into the service of narcissism. One 
of the most poignant therapeutic approaches, therefore, comprises 
the redirection and reapplication of the patient’s interests in cir- 
cumstances outside of himself. 

Perhaps the most substantial environmental objects to which the 
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emotions may be attached comprise people. They are not only the 
most substantial, but they are at the same time the most difficult 
objects to gain and maintain. Emotional attachments to imper- 
sonal objects (trades, professions or other interests) are made with 
less difficulty. Of all the advantages that are offered by the psy- 
chiatric nurse, occupational therapist, social worker, and others, 
the most valuable comprises the personal contacts. They are the 
most valuable because they, more than any other factor, reach di- 
rectly many of the primary problems concerning the patient, 
namely, those of personal socialization, socialization with people. 
Impersonal objects, of course, have their intrinsic values, but the 
intrinsic values are often subordinated to the human relationships 
that prevail between the patient and the therapist. 

From the standpoint of psychotherapy the emotional exchanges 
that take place in these several units gain nuclear importance. In 
order to understand just what is going on, advertently or inadvert- 
ently, it must be appreciated that special situations are often cre- 
ated. As an example, one such situation is outlined. In the first 
place, the psychiatric patient is one who has regressed from, or is 
one who has not progressed to, the higher levels of adaptation. 
Although there are several earlier phases to which he may regress, 
one of the commonest regressive levels represents his own early 
family life. He feels, acts and thinks in terms of childhood. More- 
over, he feels, acts and thinks in terms of his own childhood. He 
has regressed from environmental to familial socialization. This, 
it seems, is a most important conception to keep in mind. Closely 
allied to this point of view is the consideration that many patients 
resent the regression; they try to ward off the tendency to fall 
back upon their own childhood and their own family. Psychiatric 
syndromes are very frequently encountered as substitutive expres- 
sions against an actual, real return to the home setting of child- 
hood. All sorts of reactions (emotional displays, ideational dis- 
orders—delusions, hallucinations, behavioristic disturbances) may 
be the symbolic representatives of a defense against the reversion 
to childhood and its consequent dependence upon the family unit. 
Technically this involves the dipus complex. 

It must be remembered that people act as they think, or more 
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correctly, as they feel. This tendency becomes all the more marked 
in the presence of a psychiatric disorder, so that the patient acts 
toward his environment as if it comprised his own early family 
setting. To him it is his home. Fundamentally, that is, emotion- 
ally, to the average psychiatric patient the department of nursing, 
occupational therapy and social service is a home. To be certain, 
he intellectually recognizes it in terms of what it actually is, but 
in feelings he accepts it as a reproduction of his childhood relation- 
ships. But, it was said, he resents the regressive implication, he 
does not want to recede; he wants te go ahead. Too frequently 
this last point is overlooked, namely, that many patients desire to 
progress. 

In the second place, the personnel of the several departments 
occupies a special position. It is made up of members of the fam- 
ily. It is not a group of employers, as the patient sees it. Itisa 
new family toward which he may aspire to become a part. Itisa 
fact well-known to all that patients select certain people toward 
whom they express their emotions—kindly or unkindly. The pa- 
tient ‘‘lives out’’ his repressed feelings and thoughts upon the 
personnel or upon some particular member of the personnel. Often 
his likes and dislikes are expressed vicariously through the con- 
crete work he is doing, but it may often be seen that the real object 
of his feeling is some person in his surroundings. This ‘‘living 
out’’ is a daily occurrence in any setting and it should be recog- 
nized for its actual and deeply-lying meaning. A knowledge of 
psychopathology is an integral part of the training of the nurse, 
social worker and occupational therapist. 

To the patient the members of the department are above all 
human beings. Since the patient thinks, feels and acts as a child, 
it necessarily follows that the personnel is looked upon as members 
of the family. The therapist is a parent-surrogate. A new family 
unit is presented to the patient. Jelliffe has shown the value of 
such a new unit (the triangular situation) in the treatment of cer- 
tain psychiatric situations. The patient who has been striving for 
a new, progressive family unit, is furnished this new situation in 
part in the form of social service, nursing and occupational therapy. 

Other patients in the department may and often do occupy the 
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roles of individuals who have meant something emotionally to the 
patient’s earlier life. Thus it is not at all uncommon for a patient 
to develop an attraction or a repulsion to one or more patients. 
Upon the latter he ‘‘lives out’’ his hopes, frustrations, etc. These 
other patients, who may represent parents, brothers, sisters or 
other influential persons in the original household of the patient, 
frequently determine to a great extent the course of the patient’s 
illness. 

The special point to be kept in mind is that patients, like other 
human beings, possess feelings and emotions that seek to be ex- 
pressed in terms of external objects. No matter what the nature 
of their surroundings may be—their original home, their ‘‘new 
homes’’, the same tendencies present themselves. It is highly de- 
sirable that the leaders in these several groups have a keen appre- 
ciation of the salient features of psychophysiology and psycho- 
pathology, not only in order to recognize the meaning and signifi- 
cance of the activities of their patients, but also in order to be ina 
better position to institute such measures as may help to foster a 
more natural externalization of the patient’s interests. Obviously 
these leaders are not psychotherapists in the same sense that a 
physician is; nevertheless, they are in a psychopathological set- 
ting; they can not avoid it; they should not try to; but they accom- 
plish their tasks with greater facility, depending upon the depth 
of their understanding of what the patient is trying to do and 
what they themselves are trying to do. It should be expected that 
psychotherapeutic assistants be aware of the direction and inten- 
sity of the patient’s interests, especially of those interests that are 
expressed toward other people. It is important, to be sure, that 
the patient’s interests in the concrete occupational problem before 
him be observed. Indeed, his earliest reactions, for instance, in 
the occupational therapy class may first be elicited upon the occu- 
pational task, which may furnish the most poignant clues as re- 
gards the deeply-rooted, unconscious inclinations of the patient. 
To elaborate upon this particular phase is not within the scope of 
this communication, although its importance is clearly recognized. 

Since one of the cardinal issues in any setting is the family or 
the family-surrogate and since patients make their associates what 
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they hope their associates to be, it becomes evident that, in this in- 
stance, the occupational therapist should recognize the réle that is 
urged upon her by the patient. It should be done as a starting 
point for the rapport on an adult level that is later to be achieved. 

The emotional tendencies of the psychotherapeutic assistants are 
of foremost importance to the patient. The same thought holds 
true with respect to the physician, the nurse, the social worker, the 
physical instructor, the attendants, other patients—in fact, to all 
whom the patient encounters. 

It is fortunate that there are so many and varied approaches, 
for it gives the patient the advantage of selecting those agents 
through which his emotional tendencies might best be released. In- 
deed, a well-equipped hospital offers the average psychiatric 
patient a far greater range of interests than he had ever had 
before. This is especially valid in the case of early psychiatric 
situations and one can not help but express the idea that the prin- 
ciples of mental hygiene often find their application in a hospital 
setting. 

The emotional tendencies of the psychotherapeutic assistants are 
of foremost importance to the patient. The assistant must first 
of all be free from an over-zealous expression of emotions that 
represent fixation at some earlier level of adjustment, for it may 
hardly be expected that a patient can make progress in face of 
such handicaps. The emotions of the therapist should be suffi- 
ciently facile to enable him to take the patient through successively 
higher forms of adaptation. It is unfortunate if the patient must 
take the réle of the therapist, which is a situation that sometimes 
develops. The therapist should be protected against such an 
eventuality. 

From a psychotherapeutic standpoint occupational therapy, nurs- 
ing, social service are titles that serve the purpose of classifying 
groups of individuals as regards their major points of view. The 
therapist is a socializing agent, who includes all other possible 
means of socialization at his or her disposal. Athletics (competi- 
tive and non-competitive), various forms of concrete social activi- 
ties (dancing, card games, parties, etc.) educational and diversional 
programs (the theater, lectures, etc.)—all of these form an inti- 
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mate part of the socializing regime. The tasks of the entire pro- 
fessional personnel of a hospital dovetail imperceptibly at many 
sectors and the successful socialization of a patient’s interests is 
largely determined by the unification of the several avenues of 
approach. 

In summarizing this brief outline there are several points to be 
mentioned. In the first place, there is always an infiltration of 
emotions and feelings in any setting and they arise not only from 
the patients, but also from the therapists. To understand the ori- 
gin and nature of the emotions is a direct and necessary responsi- 
bility, for upon an adequate appreciation of them depends a great 
part of the success of the treatment. In the second place, the 
therapist should be familiar with the salient features of psycho- 
physiology and psychopathology. Thirdly, the multiple duties as- 
sociated with the several departments comprise one of the most 
significant aids to the socialization of the patient’s interests. 


4. Curnicat Rrsutts 


The title of this communication, namely, ‘‘ Determinants of Ade- 
quate Psychotherapy in a Public Mental Hospital’’, requires an 
especially careful definition and elaboration, when the question of 
evaluation of clinical results is raised. Two sets of facts are well 
established—first, that a certain number of patients were subjected 
to a more or less uniform regime, which included the following 
factors: (a) Hospitalization. Each patient was hospitalized in the 
same hospital. (b) Psychotherapy. Each patient was treated by 
a psychiatrist from a psychotherapeutic standpoint. There were 
at the time the following physicians who came in intimate contact 
with the patients: three senior and two junior psychiatrists, six 
internes, one internist; three other psychiatrists of years’ of ex- 
perience supervised the psychiatric treatment. In all 15 physicians 
were involved in the treatment of an average daily resident census 
of 160 patients. (c) Somatotherapy. In every instance physical 
factors were examined carefully and treated. (d) Nursing. 
During the fiscal year (1931-32) that this report covers the nursing 
staff was made up as follows: superintendent, assistant superin- 
tendent, 3 supervisors, 18 charge nurses, 5 assistant head nurses, 
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39 general duty nurses. Associated with these were 13 attendants. 
The nursing personnel, therefore, comprised 67, each of whom was 
a graduate nurse, assisted by 13 attendants, making a total of 80 
people for an average daily resident census of 160 patients. (e) 
Occupational therapy. In this department there were 7 members. 
(f) Psychiatric social service, a department of 4 members. 

When it was stated that the patients were subjected to a more or 
less uniform regime, it was not intended to convey the idea that 
the patient passed through a similar routine. On the contrary, 
there was a preponderance of individualization. Also, the duration 
and types of treatment varied to meet individual needs. 

The foregoing items constituted one set of facts. The second 
set of facts had to do with the clinical outcome. For this purpose 
a review was made of the condition of patients when they left the 
hospital, that is, when they left the various therapeutic measures 
about which an attempt at evaluation is being made. Obviously 
this form of approach does not include the condition subsequent 
to discharge from the hospital. Perhaps some gained following 
their hospital residence; perhaps others failed to gain or became 
worse. The figures in the table represent the condition of the pa- 
tients upon their leaving the hospital. 

By referring to Table I, it is observed that only four diagnostic 
groups are included. Psychotherapy in one or more of its forms 
was employed in all patients, entirely apart from any etiological 
agents (somatogenic and psychogenic), but for the special purpose 
of this communication only certain groups are included. 

Of the 88 dementia precox patients, 5 were considered as recov- 
ered when they left the hospital ; 28 were described as improved, the 
improvement sometimes being pronounced; 55 failed to improve. 
In other words, a little over 37 per cent of the patients were con- 
sidered to have benefited while they were in the hospital under the 
procedures outlined in the foregoing account. 

TABLE I. CONDITION ON DISCHARGE 


Condition on discharge 
Diagnosis Recovered Improved Unimproved 


Dementia precox 


ce eC CCS a we Resse ee eee 5 28 55 
Manic-depressive psychosis ................ 30 27 9 
SRC asi eclew wea yh'sba.s 5 66eana ee 8 34 19 
re ee ee ee 0 - 0 


43 93 83 
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Of the 66 manic-depressive patients, 30 were discharged as re- 
covered, while 27 were considered improved. In all 86 per cent of 
the patients in this group were described as having improved while 
in the hospital. 

Of the 61 psychoneurotie patients, 8 were considered as recov- 
ered on discharge, 27 showed varying grades of improvement, mak- 
ing a total of almost 57 per cent that were better at the time of 
discharge than they were at the time of admission. 

Combining all the figures presented, it is seen that 62 per cent 
of the patients were described as having been better at the time of 
discharge than they were at the time of admission. 

The foregoing statistics, it should be explained, refer to the 
patients who left the hospital; furthermore, to those who left the 
hospital to return to their homes; that is, they did not go directly 
to another hospital. No patients are included who were ‘‘ discharged 
by transfer’’. Since the average length of residence in the hospital 
was less than one year, there was a close relationship between the 
admissions and discharges. Of the 219 patients referred to 145 
remained in the hospital under six months, 58 remained from 6 to 
12 months, 13 remained from 12 to 18 months, while 3 remained 
approximately two years. 


TABLE II. Duration oF HOSPITAL RESIDENCE 


Dementia Manic- Paranoic 

Duration preecox depressive Psychoneurosis condition 
6 mos. or less ........ 51 47 43 4 
| ere 27 16 15 0 
Bree WOE wc cceccvces 7 3 3 0 
PE ES. wtacicc wane 3 0 0 0 
88 66 61 4 


Of the 219 patients, 53 remained in the hospital for less than two 
months and the great majority of the 53 were unimproved or only 
slightly improved when they left. Of the 219 patients, 85 remained 
in the hospital less than three months and, again, most of these 
patients on discharge were regarded as unimproved or only slightly 
improved. The improvement rate showed a distinct increase among 
those patients who remained in the hospital for longer periods. Of 
the 219 patients, 118 remained in the hospital from 3 to 12 months, 
and of the 118, 84 showed improvement, up to the degree of com- 
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plete remission of symptoms. It, therefore, seems that another 
determinant for adequate psychotherapy may be the length of time 
over which therapy is administered. 


5. CoMMENTS 


In a review of the foregoing, three major factors are described, 
namely, (1) the material and personal setting, (2) the several ther- 
apeutic approaches, and (3) the clinical results. Evidently it is a 
difficult task to place a thoroughly accurate value upon any of the 
therapeutic procedures outlined. The reasons for the difficulty are 
obvious. Any one of the procedures might have had pre-eminence 
in a given patient. The results in each case were studied individ- 
ually, not, however, from the standpoint of gauging the relative 
merits of one procedure as against another, but from the point of 
view of general benefits. It does not seem feasible that a more 
accurate estimation could be gained by submitting a selected group 
of patients to a selected type of therapy, because it is well known 
that in the type of patients about which the report is made the 
most substantial gains are accomplished through the use of two or 
more procedures, simultaneously employed. For example, mental 
analysis is appreciably enhanced in many instances by good nurs- 
ing and a good nursing attitude, by occupational and diversional 
therapy, supported by a good personnel, and by good psychiatric 
social service work. Asa rule one of these approaches gains prece- 
dence over the others, depending upon the special features of a 
given patient. 

The same general principles hold true in any general medical con- 
dition; that is, to insure the best results several forms of therapy 
are simultaneously employed. Quinine is a specific remedy for the 
benign tertian type of malaria, but there are several other adjunc- 
tive procedures that appreciably help in the total restoration of 
the patient—rest in bed, fresh air, diet, elimination through the 
various body channels, general body tonics, adequate nursing, etc., 
ete. In any department of medicine there is ordinarily no such 
thing as the therapy, meaning some one definite procedure, but 


there are several procedures which combined lead to a therapeutic 
system. 
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Taking the important issues contained in the title of this com- 
munication—taking them separately, it appears that certain com- 
ments may be made. The facts are these: 


1. The discussion has centered about patients in a public mental 
hospital. It has been considered that patients in an out-patient de- 
partment are not in the hospital. The latter are not included in 
this communication. The nature of the topic under discussion has 
made it necessary to stress the services of physicians, nurses and 
occupational therapists. Social service workers, of course, make 
contacts with patients while they are in the hospital, yet the greater 
part of their work is carried on outside of the hospital. 


2. Psychotherapy, it is felt, has become sufficiently established 
as not to require any special proof. 

Hence, two requirements for the proper development of the title 
were met, namely, ‘‘psychotherapy in a public mental hospital.”’ 


3. Under what conditions does psychotherapy become adequate? 
The most reasonable answer seems to be that it is adequate when 
it enables the patient to gain or to regain psychical or mental 
health. Whether the mental health must be sustained for an in- 
definite period or for a certain specified time is perhaps not as 
important a question. 

It has been demonstrated that certain patients, who have been 
in a public mental hospital, have gained or regained their mental 
health and that they have done so while experiencing procedures 
that were pre-eminently psychical in their approach. All of the 
patients were subjected to a mental analysis that was intensive 
and extensive in scope; furthermore, special efforts were instituted 
to externalize the patients’ emotions. The efforts comprised men- 
tal analysis and the various activities associated with psychiatric 
nursing, occupational therapy and social service work. 

As a consequence of a careful examination of each patient it ap- 
peared to be established that the psychical procedures played a 
definite part in the improvement of the mental condition of the pa- 
tients and that, therefore, it is valid to designate the psychical and 
socializing procedures as therapeutic in their results. The term 
‘*psychotherapy’’ enjoys such a common acceptance that it seems 
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absolutely trite to be called upon to prove that there is such a means 
of treatment. Nevertheless, it appears that psychiatrists might 
still make some very important and necessary investigations into 
the more exact implications of the term ‘‘psychotherapy’’. 

The form of psychotherapy referred to in this communication 
varied in individual patients. In general it may be said that the 
most useful attitude comprised the psychoanalytic conceptions of 
Freud, although for several reasons it was not possible to carry 
out the full, classical technic in any instance. Many patients experi- 
enced the Freudian points of view to a greater or lesser extent. 

Until more is known of the relationships between the soma and 
the psyche, it seems that it is in conformity with existing knowl- 
edge to describe the results in terms of ‘‘adequate psychotherapy’’. 
The several psychotherapeutic agencies constitute the most reason- 
able procedures at our disposal. 


4. The final question concerns the ‘‘determinants’’ of adequate 
psychotherapy. They comprise: 

(a) Proper hospital equipment and organization. 

(b) A well-trained personnel (physicians, nurses, occupational 
therapists, social workers). 

(c) Varied types of psychotherapy, administered with good 
judgment as to the existing condition of the patient. 

(d) Amenable patients. 

(e) Duration of therapy. 











THE CONCEPT OF MENTAL DEFICIENCY IN THEORY AND PRACTICE* 
BY DAVID WECHSLER, 
BELLEVUE PSYCHIATRIC HOSPITAL, NEW YORK CITY 

While definitions of mental deficiency have varied both as to 
assumption of cause and opinions as to its nature, nearly all of 
them, however divergent on other points, have had this in common, 
namely ; that they looked upon mental deficiency as a definite entity. 
This view, in the light of practical experience, seems to be incor- 
rect. 

Mental deficiency is not like typhoid fever or general paresis or 
encephalitis lethargica, a definite entity. It does not define a group 
along scientific but along practical lines. Mental defectives are pri- 
marily individuals who because of lack of mental ability need spe- 
cial care, education or institutionalization. They are individuals 
who, for other than special physical disabilities or brain disease 
or psychotic conditions, are unable to manage themselves or to cope 
with their ordinary environment. The older clinicians were in- 
clined to ascribe the cause of this inadequacy to various factors, 
but in recent years, particularly following the introduction of psy- 
chometric tests there has been a tendency to ascribe or even iden- 
tify mental deficiency with lack of intellectual ability. Accumulated 
experience has, however, shown that in spite of the great value of 
psychometric tests in detecting and measuring degrees of mental 
deficiency, it is not possible to define mental deficiency exclusively 
in terms of mental age or I. Q., for the reason that mental deficiency 
involves not merely a lack of intellectual ability but also an inca- 
pacity to apply that ability in concrete life situations. Practically, 
this is shown by the fact that individuals not defective by social 
and other criteria are often rated as mental defectives by test re- 
sults, while, conversely, others who by their daily behavior have 
proved themselves defective, often attain scores which fail to desig- 
nate them as such. Part of this lack of correlation is due to the 
inadequacy of the tests themselves, but more important is the fact 
that mental deficiency as actually met with is not the result or mani- 
festation of intellectual defect alone. The following is an illustra- 
tive case: 


*Paper read at annual meeting of American Psychological Association, September 7, 1934. 
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J. M., 26 years old, native white, was arrested on a charge of impairing the morals of 
a minor (a girl of 10 years). He is reported to have made similar attempts on several 
previous occasions and had, for some years, been a persistent problem on this account. 
The family states: ‘‘We have always kept an eye on him because we felt he would get 
into trouble’’ 


Physical examination: Unattractive-looking youth who appears to be younger than 
he is. General physical and neurological examination as well as blood Wassermann is 
negative. 


Psychiatric examination: Appears dull and indifferent and childish. General reac- 
tions—immature. Is careless about person, but able to take care of himself. Diagnosis: 
mental defective—moron. 


Psychological examination: Stanford-Binet, 13 years 8 months, I. Q. (15 years) 91. 


Scatter IX-XVI, inclusive. Except for designs (patient had bad vision), no failures 
below 12th year level. 


Work history: Found it difficult to get a job but had a number procured for him 
by father through intercession. Worked for a short time as messenger in a public mar- 
ket; also, as laborer in Department of Public Works. 


The foregoing is typical of several scores of cases that have come 
to my attention in a relatively brief time. Frequently, they are sex 
delinquents but, more often than not, individuals who have gotten 
in trouble with the law or otherwise proved themselves incapable 
of meeting the ordinary exigencies of social adjustment. On psy- 
chometric examinations they rate dull normal, average and, some- 
times, higher. But, if judged by social criteria they are mentally 
defective. 

That such a group exists has been long recognized by those deal- 
ing first hand with delinquent and socially inadequate individuals. 
They are patients, whom Tredgold has called ‘‘individuals lacking 
both in prudence and moral sense’’ though yet suffering from no 
scholastic or educational disability. As Tredgold well points out, 
an individual falling into this group ‘‘far from being illiterate, may 
have quite a good range of educational requirements. He may be 
nimble-witted, a good conversationalist, plausible in argument and 
be able to give a good account of himself.’’ In spite of this he is 
anti-social and requires supervision for his own welfare as well as 
for the protection of others. What he lacks essentially is an ordi- 
nary adaptiveness or, ‘‘wisdom in the moral sense’’ and it is im- 
portant to realize, as Tredgold insists, that such a person ‘‘is men- 
tally defective in the usual and necessary sense of the term.’’ 

In contradistinction to the above described type there is another 
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who systematically rates as a mental defective on mental tests, but, 
who can in no way be judged as such, when diagnosed on the basis 
of concrete social standards, i. e., in terms of capacity to adjust to 
the normal demands of his social and economic environment. They 
are frequently illiterate and, commonly, individuals coming from 
definite social strata where opportunity for education is small, and 
stultifying labor the general rule; many belong to what might be 
termed the ‘‘peasant type’’, as indeed they frequently are by ori- 
gin. However, the first case of this type that came to my atten- 
tion was a native, white Oklahoman of 28, who had come up for 
individual psychological examinations because he had failed to pass 
the Army Alpha and Army Beta intelligence tests. On both Stan- 
ford-Binet and the Yerkes Point Scale he obtained a mental age of 
less than 8 years. Nevertheless, before entering the Army he had 
gotten along very well, was supporting a family, had been working 
as a skilled oil-driller for several years and, at time of draft, was 
earning from $60 to $75 per week. Incidentally, he was making the 
grade as a soldier, and would not have come to the attention of the 
authorities had he not failed on the psychological tests. 

It would be possible to cite many cases, particularly from among 
adults of foreign birth, who rate systematically defective even on 
non-verbal tests, but whose social life history of at least an ade- 
quate adjustment contradicts this classification. Nor can we dis- 
regard at this point the question of negro intelligence-test results, 
which if taken at face value, would necessitate our classifying some 
40 per cent of that group as mental defectives. No one, I believe, 
at all in contact with reality, would venture such a conclusion, how- 
ever much supported by test results. In any case, actual clinical 
experience shows that there are certain individuals who regularly 
test as very inferior and frequently as mental defectives on stand- 
ard psychometric tests but who, nevertheless, are able to adapt and 
adjust—make good housewives, adequate breadwinners, useful citi- 
zens and can and do get along not only in rural but urban environ- 
ments. It is clear that these people are not mentally defective as 
defined by law or common sense. Nevertheless, by the tests avail- 
able at present for measuring intellectual ability they are syste- 
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matically selected as inferior individuals on a par with those who 
are recognized as needing institutional care as mental defectives. 

From facts such as these I have become convinced there is not 
one, but several kinds of mental deficiency—that the concept of 
mental deficiency is far from a simple entity. There are at least 
two and probably three types of mental deficiency. The first is the 
intellectual defective, diagnosable as such by the usual psycho- 
metric tests; the second, the social, for whom the life history of 
the individual is the most satisfactory criterion; and, third—the 
emotional or ‘‘moral’’ defective whose precise definition is ex- 
tremely difficult to give, but whose existence, to any one who has 
had any first hand experience at a large clinic, is an observable 
reality. Between all three there is frequently a certain degree of 
correlation, but this correlation is not sufficiently high to make any 
one an unfailing diagnostic indicator of the other. 

Much of the controversy between psychologists and psychiatrists 
has resulted from the fact that each assumes a different criterion 
of mental deficiency and, this difference would disappear if both 
realized that mental deficiency as a unitary entity does not exist in 
fact. The psychologist is correct in his assertion that at present 
his method is the only one that gives us a quantitative measure of 
intellectual efficiency, and the psychiatrist is equally correct in 
maintaining that there are types of mental deficiency which psy- 
chometric tests do not detect; but both are wrong in believing that 
any single criterion will suffice. 

From what has been said it is clear that the diagnosis of mental 
deficiency is not merely a matter of getting the correct I. Q., but 
involves a consideration of a number of factors for which clinical 
and psychiatric experience is essential. There is for example, on 
the one hand, the problem of differentiating between a low func- 
tioning mental level due to deterioration in conditions like general 
paresis or hebephrenia and those due to true intellectual arrest. 
And on the other hand, of distinguishing between inadequate social 
functioning due to psychopathic personality or environment fac- 
tors from persistent inadequacy due to what we have defined as 
social or moral deficiency. The difficulty of making differential 
diagnoses in certain cases does not, however, justify the failure to 
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differentiate them altogether, much less the persistence of a prac- 
tice which assumes that mental deficiency can be diagnosed through 
any single approach. 

To sum up, experience has shown that the concept of mental de- 
ficiency, based on I. Q. ratings or any other single criterion, fre- 
quently fails in actual application. The reason for this is that there 
is not one but several kinds of mental deficiency—actually at least 
two types, the social and the intellectual, and, probably a third, 
the emotional or the ‘‘moral’’ defective. Between them there is 
a certain degree of correlation, but this correlation is not suffi- 
ciently high to make any one a diagnostic indicator of the others, 
and, in any case, it is quite certain that the concept of mental de- 
ficiency as a definite entity has no reality in fact. 
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PRACTICABLE OBJECTIVES OF PHYSICAL EDUCATION IN THE 
TREATMENT OF THE MENTALLY ILL® 


BY JOHN EISELE DAVIS, M. A., F. A. P. E. A,, SE., 

PHYSICAL DIRECTOR, VETERANS’ ADMINISTRATION FACILITY, PERRY POINT, MARYLAND 

The elements which make up the educational situation I hope to 
discuss, appear to be primarily concerned with the individual whom 
the activity endeavors to help, his capacity and modifiability, and 
the therapist who shall carry out the program, and secondly, I 
would like to say something of the content of organization, methods 
to be employed and the objectives which appear desirable and prac- 
ticable at the present stage of our interest, experience and under- 
standing. 

At the outset, it is necessary for us to realize that we are dealing 
with a complex and difficult problem, that physical education can 
at best be considered merely as an adjuvant in therapy, never as 
an end in itself, but as a complementary adjunct to the balanced 
therapeutic regimen of work, rest and recreation. It is also most 
important to realize that therapy may be approached from the 
viewpoint of many related sciences and that no one science or art 
should feel at this stage that it occupies a status independent of 
all others or that it can afford to be proudly dogmatic. This situa- 
tion is well expressed by Dr. A. H. Ruggles, as follows: 


‘*No single group can claim the right to push their conceptions as far as they will go. 
It is obvious that each and everyone of them has achieved success in illuminating some 
of the dark corners of the complex problem which psychiatry offers to us. The pathway 
which will embrace all constructive avenues of study obviously lies far ahead, and it is 
even probable that many other technics will have to be employed before we arrive at a 
scientifically accurrate desideratum. At the present moment we can only ask the neurolo- 
gist, the physiologist, the sociologist, the chemist and the psychologist to give us all the 
help they can, and we must not be distressed because their varying interpretations seem 
to proceed along divergent paths and fail to converge in a coherent picture. The history 
of science leads us to hope that the stones laid down by the efforts of workers along 
these many divergent paths have contributed to building the steps by which the ultimate 
comprehensive and scientifically satisfying concept will have finally been reached.’’ 


All therapies advance most effectively through experimental 
stages and the intelligent therapist, looking hopefully into the fu- 
ture, does not desire that the present procedures nor the content 
of the therapeutic program be accepted uncritically. You who re- 

*Read at annual Institute of Chief Occupational Therapists in New York City, February 25, 1985. 
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view the historic cycles of treatment from the stages of ‘‘sorcery to 
science’’ are most naturally impressed with the underlying princi- 
ples which have operated as a basis upon which variant structures 
of hospital care and treatment have emerged. As we all know, 
the descriptive psychiatry of Kraepelin laid the essential emphasis 
upon classification of disease entities; the interpretative viewpoint 
of Meyer, White, Bleuler, Freud, Adler and others, projects a trend 
away from these old static conceptions of mental illness to a study 
of treatment as dynamic and the patient’s behavior as modifiable. 
I am simply stating this as an introductory explanation of what I 
conceive to be a natural outgrowth of the dynamic viewpoint, ter- 
minating in a modern concept of the active treatment of the men- 
tally ill. This active concept goes farther than the dynamic view- 
point, in that the patient is viewed not only as a modifiable social 
entity but is first stimulated into active and progressive social rela- 
tionships and then evaluated from the composite picture of his 
active and progressive participation as well as from his levels of 
inactivity all of which go to make up the total configuration. Every 
therapist will recognize from his or her actual experiences many 
psychotic patients who have appeared much more modifiable to 
physical as well as social practices, once elevated to the level of 
active participation and therapeutic norms have been established 
upon this basis. One need but simply state the three levels of ani- 
mal reaction enumerated by White in his psychiatric application, 
to realize the possible wide range of diverse and complex applica- 
tions of a physical program to the psychotic individual. 


‘*The first or phylogenetically the oldest is the physico-chemical level, the level of such 
functions as circulation, growth, digestion. It is the level of the endocrine glands and 
the sympathetic and autonominous nervous system and is well represented by the chem- 
ical regulators of metabolism. The next level is the sensory-motor level interpreted by 
the peripheral nerves, spinal cord and brain stem. It is the level of the reflex. The 
third level is the psychic. Here we are not dealing with questions of leverage, hydro- 
dynamics or temperature, with acids, bases or harmonies, nor yet with simple or complex 
reflexes or nerve cells, nerve fibres, or synapses. Here we are dealing with symbols and 
symbols only and so this level may aptly be further qualified as the symbolic level.’’ 


The situation is further complicated when we understand that the 
patients’ conduct may be affected by reactions and conditionings to 
‘inanimate, animate, and conceptual or idealistic environment.’’ 
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Our techniques insofar as they have been developed have in the 
main emphasized the purely animate environment. The psychia- 
rist will probably tell us much more of the conceptual and the psy- 
chologist of the inanimate environment in their many inter-relation- 
ships to the patients’ adjustment to our therapeutic procedures. 
The present task is necessarily limited to some implications of the 
psychic adjustments which appear to be practicable through the 
agencies of a highly diversified program of physical education. 
We must recognize two most important forms of the learning pro- 
cesses: First, education and re-education in activity, and secondly, 
education and re-education in passivity, as typified by the role of 
spectator. In the latter case, we have the large bulk of the psycho- 
tic individuals—the onlookers or spectators. In normal education 
it is considered more important for the individual to be taught 
appreciations than to be taught specific skills, since for every adept 
performer there are scores who must gain expression in an under- 
standing of the performance, rather than the actual doing. While 
it is the aim to enlist as many psychotic patients as possible into 
constructive activity, it is equally important to teach the individual 
to gain constructive and satisfying understanding of the activity 
of others, who are by nature or training, or both, more adept in 
performance. 

We are still much in the dark as to the psychotic patients’ capac- 
ity for social, mental and physical adjustment and readjustment. 
We realize from our actual contact of the schizophrenic group that 
they as compared to the normal individuals are relatively less 
active in the physical sphere. Janet refers to this condition as 
‘*deterioration of the instinct of activity.’’ R. G. Hoskins in his 
recent studies emphasizes the lowering of the blood pressure of the 
precox patient as compared to normal individuals. Others empha- 
size the role of habituation in bringing about these less active 
states. Stanley Hall some years ago spoke of the lack of ‘‘ psychic 
impulsion’’ in these cases. Others have emphasized deterioration 
processes leading to a weakening of motivation. Menninger has 
given us a table of possible psychological processes involved and 
has graphically illustrated distorted, weak, or excessive emotion, 
intellection, volition or attention. A most important differentia- 
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tion between organic cases and functional types is growing out of 
our practical experiences. We realize today that insofar as ther- 
apy is involved, the precox type presents a distinctive and primary 
problem in motivation, whereas, the organic cases are circum- 
scribed in their classification for physical activities by a definite 
physical impairment and limitation and that these two types pre- 
senting fundamentally different problems should be approached by 
different rehabilitative methods. 

That surprising abilities develop in many functional cases once a 
strong interest and motivation is supplied is shown in the example 
of a dilapidated precox patient at Perry Point, who became inter- 
ested in croquet and developed into the champion of the State of 
Maryland, playing a most exact, scientific and strategic game and 
defeating in elimination contests the best normal players in the 
state. 

It is also necessary at the outset to think of physical education 
in its widest applications. We are standing upon the threshold of 
a new frontier of social reorientation, many new deals are in order 
and it seems a propitious time to emphasize the social feeling, ex- 
pression and wholesome social striving, which a highly diversified 
program might well develop. Franz’s definition of mental re-edu- 
cation as the replacement of asocial by more conventional habits, 
comprehends interest and motivating factors. His techniques, 
however, were developed largely through non-interesting, mechani- 
eal methods which in many cases made the patient feel that he was 
relegated to an inferior status. A more modern and to my mind 
much more comprehensive and affective application of the social 
recreational possibilities of physical therapy is stated by Clara 
Bassett, as follows: 


‘¢Recreation offers opportunities for the free, voluntary selection of pleasurable activi- 
ties of mind and body which, by contrast with the usual cares and routine occupations 
of daily life, refresh and rejuvenate. Participation in recreational activities may stimu- 
late physical exercise which utilizes energies not called forth in the day’s work; it 
developes muscular coordination and promotes the healthy synchronization and integra- 
tion of the physical and mental forces of personality; it results in a release of tension, 
a sense of freedom and of well-being, and a feeling of self-confidence and contentment. 
Through recreational activities the personality may gain mental stimulation, joy in the 
development of skills, creative expression through construction and craftsmanship and 
emotional release through artistic pursuits which supplement and complement the ordin- 
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ary activities of everyday life It offers an opportunity to develop and to utilize those 
areas of personality which would otherwise lie dormant or atrophy. By means of recrea- 
tion, the individual may find constructive expression for those instinctive urges toward 
competition, comradeship and cooperation, a chance to sublimate in a wholesome way the 
need for adventure, for change, excitement and for the expression of the gang spirit. 
Respect for rules, fair play and courage, an ability to subordinate the selfish interests of 
the individual to the welfare of the group, a capacity for team play, and experience in 
leadership may be among the values which recreation may give. The social contacts and 
cooperation fostered by recreation free ‘personality from fears, shyness, dislikes, clogs 
and barriers’ and minimize ‘all those mannerisms, edgy differences, over-indulged pecul- 
iarities, which set one person off from another.’ Recreation may be the means of 
bringing color, drama, variety and creative expression into the lives of individuals and 
of groups which would otherwise stagnate in the drab monotony of their existence. The 
value of recreation as a means for the prevention and treatment of various individual 
and social disorders has been increasingly emphasized.’’ 


ProcraM CONTENT 


It may be advantageous to examine the program content from 
the viewpoint of (a) form; (b) organization; (ce) psychic consti- 
tution. 

Forms of physical education have heen conventionally classified 
from the standpoint of motor response into fundamental and acces- 
sory movements; the fundamental movements being concerned with 
activities involving locomotion and the handling of objects; the 
accessory activities having to do with the use of voice, playing on 
instruments and handicraft. Physical activities developing from 
locomotion involve running, dancing, climbing, swimming and so 
on. The activities developed from handling objects involve throw- 
ing, catching, striking, pushing, pulling, lifting, ete. All of these 
types of activity have their distinctive application in the highly 
diversified program of physical training for the mentally ill. A 
more specific differentiation of activity in its relationship to the 
distinctive needs of the patient may be made upon the basis of 
what I have termed one and many response activity. These classi- 
fications are self-descriptive, the one response activity is any form 
of movement which is predominately of the one-act character. For 
example, hitting a ball in which the individual executes a single 
straight movement predominately in one plane. On the other hand, 
a many-response activity involves two or more related movements. 
For example, in fielding the ball in a baseball game, the activity 
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involves running after the ball, catching and throwing it. The 
fundamental difference between these gradations may be consid- 
ered from the aspect of content, speed, extent, accuracy and the 
comparative psychic motivation necessary to initiate and sustain 
them. One response activity consists of such games as tether ball, 
horseshoe, quoits, bowling. Many response activities consists of 
such games as baseball, volleyball, tennis, handball, dances and 
many other forms. Intermediate types might include calisthenics 
in complex forms, jumping rope, golf, etc. The one-response activ- 
ity is particularly useful in enlisting the initial participation of the 
confused, indifferent or antagonistic patient. The regressed types 
should ordinarily be enlisted in one response activity at first. The 
organic cases as typified in the paretic, demonstrate a high order of 
motor attainment and improvement as compared to the dementia 
precox patient in simple one-response activity, such as bowling but 
show a relative less capacity when competing in the many response 
activities, such as volleyball against the functional types. As com- 
pared to the normal individual the dementia precox types show a 
high grade of motor efficiency in the one-response activity, such as 
hitting in a baseball game, but a lower grade of motor skill in the 
inter-related and interdependent movements of running and eatch- 
ing and throwing the ball. The progression from simple to complex 
movements represents from the psychic side a change of mental 
process in the direction of more awareness, from the habitual to 
more conscious thinking, from the reflex to more rational and vol- 
untary activity. Just as the psychosis involves fundamentally the 
inability for relational adjustments, the psychotic patient fails at 
the point of the complex relationships of one motor form to an- 
other and at the point of relational adjustment the therapist should 
make his study. An interesting question has risen from Kretsch- 
mer’s study of constitutional types. Would it be feasible to organ- 
ize a program of physical activity using such constitutional types 
as the pyenik and asthenic types as practical guides for prescribing 
the character of activity. The schizophrenic and cycloid types of 
reaction as we all know would require a definitely different type of 
activity, but whether such a differentiation should be made purely 
from the basis of constitutional type suggests an interesting field 
of investigation. 
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ORGANIZATION 


As to organization, physical activities may be considered as: 
Contests, between individuals and groups. 

Goal games, such as hide and seek. 

Team games, such as baseball. 

Combats, such as wrestling. 

Hunting play, such as trapping, angling, shooting or spearing. 
Curiosity play, such as puzzle solving. 

Creative play, such as art and craft work. 

Vicarious play, such as looking at motion pictures 

Imitative play, such as following the leader in folk dance. 
Acquisitive play, such as collecting stamps. 

Social play, such as impromptu party games. 

Aesthetic play, such as clay modeling and painting.“ 


PRP mee Ow 


In organizing any of these types of play into a therapeutic pro- 
gram, there is no question but that the primary consideration 
should evolve about the social concept. The group ideals of the 
play experience should be emphasized. The original meaning of 
competion as seeking together rather than against should lend 
spirit and direction to the program. Loyalty of a constructive and 
socially useful character rather than the uncritical loyalty to team 
at all costs which leads to animosities and to the feeling that one’s 
opponent is one’s enemy should be stressed. Loyalty which finds 
its spirit in adherence to principles of true sportsmanship rather 
than mere physical banning together to overcome one’s opponents 
should be emphasized. There is no doubt but that this distorted 
conception of the mechanism of competition as an incentive to 
effort in education is the result of faulty training in early school 
days. Many patients who have been unable to sublimate their feel- 
ings of resentment and discouragement in defeat have told me that 
they were overly impressed in early years at school with the all 
importance of winning and have been conditioned to feel that suc- 
cessful competition consisted only in totaling the highest score. In 
their adult life they have been confused and discouraged as this 
principle has usurped the major place in their play experiences. 
Therapists also have been remiss of this and in many cases have 
emphasized the competitive aspect since it is the easiest way out 
and does not require the painstaking tact, well-considered guidance 
and sound judgment so necessary to project the higher and more 

*Mitchell and Mason, The Theory of Play, A. 8. Barnes and Co., 1934. 
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wholesome objectives of social striving for collective ends. They 
have not learned that the most satisfying progress consists in the 
advance made when all go forward together rather than when the 
individual leads the group. James says there is a distinct stimula- 
tion in ‘‘feeling their share in the collective life’’ and speaks fre- 
quently ‘‘of the excitement of concerted action as one of an organ- 
ized crowd.”’ 

I feel that it is most important to make a careful differentiation 
between the field of physiotherapy and the field of physical educa- 
tion as adjuncts in therapy. Physiotherapy has already well- 
organized and definitely administered procedures for physical 
adjustment, methods and procedures of a mechanical character. 
Physical education undoubtedly will find its widest and deepest 
area of usefulness in the field of social adjustment. Different types 
of personnel are needed to carry out these different procedures, 
each should have a definitely prescribed scope of activity and I do 
not feel that it would be as advantageous for one to assume the 
highly specialized work of the other. 

Physical therapy will undoubtedly increase its effectiveness as 
more specific differentiations are made as to the application of 
various types of exercise and methods both in relationship to broad 
characteristics of temperament, such as introversion and extraver- 
sion and also in relation to disease entities. Psychologists are con- 
sidering the mechanisms of play in many of their psychological 
possibilities. As far as therapy is concerned, psychiatry is still 
largely descriptive, although there is encouraging evidence of 
much greater interest in a therapeutic utilization of spontaneous 
play responses. 

The content of physical program should contain activities gener- 
ally satisfying to the psychotie patients although atypical cases 
may be inducted into unsatisfying activity and reoriented them- 
selves so as to be able to appreciate satisfying elements as they 
progress in skills and social tolerance. We find the patients repeat 
that which is satisfying, especially that which is satisfying to them- 
selves and may be conditioned to appreciate activities which are 
remotely satisfying. This suggests consideration of various activi- 
ties which are remotely satisfying. This suggests an evaluation of 
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various types of activity from the standpoint of the relative satis- 
faction they afford. Suffice it to say that certain formal activities, 
for example, calisthenic exercises, while they may have but little 
psychic satisfaction are apparently advisable from the standpoint 
of the physical readjustment they produce. 

Therapists should study carefully the problem of physical and 
social tolerance of the patient. Many unfavorable conduct situa- 
tions in play are undoubtedly traceable to physical or psychogenic 
tiredness. Length of games, speed, complexity, and other factors 
of endurance; attention and volition, all these factors should be 
studied from the standpoint of apportioning them to the capacity 
of the individual. Arguments among players, exceptions to ref- 
erees’ decisions, irritability, lack of cooperativeness, often result 
when the players are tired. 


Psycuic CoNnstTITUTION 


It is well to recognize that almost any activity can be play. The 
additudinal factor is all important. The use to which we put the 
play mechanism, the ways in which we modify it, the general and 
specific objectives set forth, the leadership employed—all these are 
fundamentally important in establishing its usefulness as therapy. 
The psychologist tells us that play is spontaneous use of function. 
The spontaniety and wide diversity inherent in play activities to- 
gether with the natural urge to participation provide its distinctive 
nature. If we are to understand the psychic qualities which the 
play experience may afford, it is most necessary that we examine 
the interests which these play situations satisfy and evoke. Mitchell 
and Mason most comprehensively explain participation in play 
upon the basis of wishes for the following* : 


Fighting; pursuit and capture 
Competition 

Hunting 

New experience 4 Curiosity 

Roving 

Comoe 


Creativeness 





“Mitchell and Mason, The Theory of Play, A. S. Barnes and Co., 1934. 











246 PRACTICABLE OBJECTIVES OF PHYSICAL EDUCATION 


Flight and avoidance of danger 

Acquisition 

Imitation (from fear of social disapproval) 
Religion 


Security 


{ Sociability 

Courtship and mating 
Response <~ Parental love 

Boon friendship 


Altruism 
. 


{ Desire for victory 

Desire for proficiency 
Recognition 4 Desire to lead 
Showiness 

| Desize for undying fame 





Participation Desire for membership in groups 
Desire for affiliation with causes 


Desire for beauty in color 
Desire for beauty in form 
Desire for beauty in sound 
Desire for beauty in motion 
Desire for rhythm in general 


Aesthetic 


While the individual psychotic patient may be activated into play, 
upon the conscious plane, by any one of the six general types of 
wishes formulated by Mitchell and Mason: new experience, secur- 
ity, response, recognition, participation or aesthetic, the desire for 
recognition probably provides his strongest incentive. The wish 
for new experience awakening the roving, curiosity, hunting and 
competitive interests will activate certain types of the more alert 
categories although the regressed patients are circumscribed more 
closely in a field in which the reawakening of old rather than new 
experiences provides the therapeutic objective. 

The wish for security with the associated interested manifested 
in flight and avoidance of danger operates to initiate play in many 
timid and evasive types as well as to circumscribe the method and 
the manner of recreation for them. The psychotic patient who is 
afraid of open spaces may play volleyball in a gymnasium and re- 
fuse to play the same game with the same players on the athletic 
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field outside. The fearful patient may be enabled to play with some- 
one whom he feels exerts a protective influence over him or who oc- 
cupies some distinctly aggressive position. Patients may adopt de- 
fensory mechanisms which interfere with their motor responses in 
playing and also cause defects in judgment and restrict their capac- 
ity for coordinated them play. An interest in acquisition may moti- 
vate some modifiable types to take part. Imitation under fear of 
social disapproval may activate others but mere social disapproval 
has but little effect upon the far regressed types. Imitation being 
instinctive will often reactivate these patients without the associ- 
ated urge of fear of social disapproval. The play sphere of some 
is strongly influenced by religious delusions which take on a form 
of strong and in many cases impulsive conviction. These patients 
will, in some cases, play because ‘‘God tells them to’’ and will 
refuse to play because ‘‘God tells them not to play’’. They will 
refuse to play with certain patients whom they feel are not religious 
and will often interject religious expressions to assist them win the 
game or to overcome some opponent particularly repugnant to their 
delusional sphere. Religious symbols and forms and decorations 
are at times employed by these patients in their recreation. 

The wish for recognition is especially strong in the psychotic 
patient. He feels that he has much capacity which society neither 
understands nor appreciates. In the open, fair and impartial at- 
mosphere of a game, he can demonstrate this ability and thereby 
gain a most pleasurable sense of recognition. The associated in- 
terests of desire for victory, to lead, and showiness provide most 
effective excitants for the therapist. The recreational program 
affords daily examples of the patients who have been emotionally 
stabilized and volitionally strengthened through their experience 
in a game situation leading to victory and the results of the grad- 
ual steps towards social cooperation emerging from this experience 
may be perceived and appreciated by the patient. 

The wish for participation is generally weak among the psycho- 
tic group, especially the introverted types who are more concerned 
about themselves than others. Some of the extraverted types, es- 
pecially the manic-depressives in the manic phase, will attempt to 
participate in every available activity and will play to the point of 
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exhaustion if not prevented. These types will also tend to diffuse 
and at times distort their play into purposeless movements. 

Among normals it has been found that a large group of girls 
preferred to play with girls of equal skill, another group to play 
with girls of greater skill but less than 1 per cent liked to play with 
girls of less skill than they themselves had. I believe that this is 
generally true in dealing with the psychotic patient and may em- 
phasize the necessity of classification into groups of different skill 
levels, affording opportunity for skill improvement. Patients are 
apparently motivated by seeing a good performer. The therapist 
should attain a high degree of skill in some particular activity 
which he can demonstrate well or should make provision for bring- 
ing in certain ones who are outstanding in some particular physi- 
eal activity. Dr. Samuel W. Hamilton has brought to my attention 
the importance of teaching physical activities for the purpose of 
establishing morale among the deeply discouraged and suicidal 
types. The resistive and antagonistic patient should also receive 
careful consideration in this respect. Above all these types should 
be approached in an easeful and friendly manner so as to make 
them feel that they have a choice and are not being forced. They 
should feel above all that their rights are guaranteed. Effects of 
this type of application are readily seen in the changed attitude of 
many individuals who after refusing to participate in one situation 
will volunteer to take part in another situation of a similar nature. 
The therapist will also note from her experience many patients who 
have been let alone to become passive spectators and have later 
voluntarily taken part and have developed much interest in an 
activity toward which they were at first antagonistic. In develop- 
ing one and many-response activity fur various types, the psychic 
effect rather than the physical adjustment should provide the guid- 
ing principle. From this standpoint exercises may be purely stim- 
ulating or sedative, or integration in character. In line with this 
classification, Menninger develops: 


(1) The organic disease types, which he terms crippled personalities 

(2) Hypophrenic types, the stupid personality with insufficient ability to 
learn, think and react 

(3) The isolation type, lonely personalities 

(4) Schizoid type, queer personalities 
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(5) The cycloid type, moody personalities 
(6) The neurotic type, frustrated personalities 
(7) Antisocial type, perverse personalities 
Menninger’s classification because of its simplicity and compre- 
hensiveness affords much practical data for the therapist who is 
attempting to emphasize the psychic qualities of physical education. 


Part II1J—Meruops 


In examining the methods of the physical program I hope to dis- 
cuss briefly, first, the teacher and his preparation; second, system 
of projecting the program; third, the psychological tools; and 
fourth, the public interest. 

The importance of adequate and specialized preparation in hy- 
gienic practice and concept for all concerned with education is 
being increasingly emphasized. A nation-wide investigation has 
been recently launched by the National Committee of Mental 
Hygiene for the purpose of studying personalities of individual 
school teachers, who are having a beneficial influence upon pupils 
from the standpoint of healthy minds and also a study of those 
personalities in teachers which appear to have a detrimental effect. 
Harold L. Holbrook of Yale, director of this inquiry which is 
financed by the Carnegie Corporation, states the situation in this 
way: ‘‘It would appear to us that the idea of teachers is not the 
one with a more intellectual equipment alone, but with a rich and 
well-balanced emotional life as well. The problem therefore is one 
of knowing what constitutes a desirable teacher and what methods 
of selection and training are most effective in producing such 
teachers.’’ 

In the first place, all therapists who aspire to be of service 
through the methods of physical education should receive a careful 
course of orientation. Such a preliminary course might well in- 
clude such studies as the functional basis of physical education, the 
development of modern physical education, aims and objectives of 
physical education, foundation of methods in physical education, 
psychology of physical education, interest and effort as problems 
in motivation. It is gratifying to note that the American Physical 
Education Association as well as authors of many modern books 
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in physical education are realizing the importance of the personal- 
ity factors and objectives in physical education. I was very much 
impressed by noting in the December, 1934, issue of the Research 
Quarterly of the American Physical Education Association that of 
the seven books in the field of physical education reviewed, the men- 
tal hygienic standpoint was stressed in three and mentioned in four. 
In this connection, it is also significant to know that the George Wil- 
liams College, Physical Education Institute for 1934, was devoted 
to the subject of personality development, and the various related 
sciences were examined from the standpoint of their relationships 
and possible contributions to personality development. There is 
no doubt but that significant improvement will result from better 
and more specific training for therapists and I might add a better 
understanding of the therapeutic mechanisms upon the part of the 
psychiatrist. Upon one side, the psychiatrist most justly com- 
plains because the therapist knows so little of psychological mech- 
anisms in their relationship to disease entities and conduct dis- 
orders. Upon the other side, the therapists sometimes feel that 
psychiatrists cannot be appreciative of her efforts since he knows 
so little about physical therapy. Dunton emphasizes this situation 
in his most valuable contribution—‘‘Prescribing Occupational 
Therapy’’. The related situation in child guidance is expressed 
by Claudia Wanamaker: ‘‘It has been the experience of the Ju- 
venile Research and similar agencies that it has been quite difficult 
to have the children who come to them to find normal play situa- 
tions. A number of factors are involved in the difficulty. There is 
little integration of agencies related to child welfare * * * Child 
guidance clinics may be so withdrawn from actual recreational sit- 
uations that it may not know and appreciate the problems of recre- 
ation and recreational leaders. Third because of poorly defined 
interest and meagre defined background, children who come to it 
often need a rich program from which they may select at random 
a number of things to do, but due to the stereotyped programs of 
recreational agencies with untrained leaders for the most part, the 
individual needs of the child cannot be met.’’ A most excellent 
statement of the function of the educator who would develop the 
significant possibilities of physical education in personality better- 
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ment is given by Professor Frank 8. Lloyd. I have taken the liberty 
of substituting the word therapist for educator or teacher and pa- 
tient for children, and thus altered, the statement is as follows: 


‘¢The function of the therapist is that of knowing patients and their needs, of know- 
ing situations (activities) and their relative value, of knowing how to prescribe, present, 
and direct through these situations in order to condition the patient’s behavior so that 
it conforms to the best standards of the society of which he is a part. The therapist 
of today is a social engineer rather than a pedagog. He is a manipulator of opportuni- 
ties rather than an impressor of facts, he is a guide in an unfolding, captivating uni- 
verse, rather than a ‘pusher’ into unknown dark and often a noisome hypothesis His 
prerequisites are a knowledge of patients rather than of facts, a knowledge of the value 
of activities for full living rather than a traditional acceptance of knowledge for 
knowledge’s sake. He is a friend, guide, and counsellor rather than a disciplinarian, 
pronouncer, transmitter, and punisher. To perform his task the therapist must have 
adequate tools with which to work. Tools which wil] provide him with the opportunities 
to lead people toward the desired ends. The activities which he uses are his tools.’’ 


I was very forcibly impressed with the importance of developing 
wholesome personality traits in teachers from my experience in the 
organization of athletic leagues for psychotic patients. I found 
that generally when the patient was inducted into a game in which 
he could find understanding, interest and progressive order, there 
was little or no behavior difficulty. The major difficulties developed 
from some of the attendants who because of unwholesome person- 
ality development were unappreciative of the real and primary 
objectives and values. Among this group were attendants who 
where poor losers and who were emoticnally upset when the chance 
of winning became remote or when they were unable to coordinate 
their team play effectively or when individual players failed to 
come up to the standard necessary for winning. In many cases it 
took months of counsel, guidance, and discussions to reorient these 
leaders so that they could understand the higher and more impor- 
tant social values of excitement through or striving for social ap- 
preciations and understanding comradeship and companionability, 
which the game experience, properly administered might well de- 
velop. It is important in this connection to recognize the strategic 
position which the leader, especially if he is an attendant, may 
occupy. He is always present and is the medium through which 
many therapeutic adjuvants are augmented, distorted, clarified, or 
in many other ways made effective or ineffective. The attitude of 
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the attendant is often reflected in the play of the psychotic patient. 
Above all the teacher should have spirit which emanates from a 
genuine love for his work and the most wholesome and satisfying 
privilege thereby accruing. Without it he ceases to be an educator. 

The selection of the type of instructor in this distinctive field of 
physical therapy is a most important consideration. In talking in- 
dividually to 60 members of a bowling league of patients relative 
to the attendant whom they particularly liked, I attempted to 
gather a composite picture. Each player had a most intimate con- 
tact with the attendant who played with them in the league. In 
the vast majority of cases the patients expressed preference for the 
attendant with whom they played. The self-effacing, humble, 
cheerful, non-mechanistic type, who can radiate an infectious at- 
mosphere and exert a quiet, wholesome and pleasantly stimulating 
influence while at the same time making the patient feei that the 
activities in which he is engaging are of a self-imposed nature, 
seemed to represent the ideal. 


METHODS 


Under the present system pertaining in most mental hospitals, I 
feel that if we are to reach the large portion of patients through 
physical education, we must make provision to train the attendants 
to assist in carrying out routine exercises and games. The con- 
stant relationship which the attendant assumes, the fact that he is 
always present and represents to the patient in many cases the 
practical application of therapeutic methods places him in a strate- 
gic position in which he can, as has been previously indicated, 
either weaken or make more effective many forms of resocializing 
therapy. The attendants, thus trained, soon learn to gain consid- 
erable pleasure from the activity and in many cases will make 
unusual effort to carry out the exercise which the program pro- 
vides. I feel that projecting the program from the manager or 
clinical director to the physical director and hence through the 
attendants is more effective, especially in the larger number of 
patients it reaches, than a system which projects from the manager 
or clinical director, through the physical director and thence di- 
rectly to the patient. Under this arrangement, the physical direc- 
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tor, while he has the added advantage of a more personal contact, 
is able to reach but a small proportion of the hospitalized patient 
group. 

The psychotic patient, as he fits into the routine of hospitaliza- 
tion, has many things done for him with the result that he fre- 
quently loses touches of orientation, becomes overly reliant on 
others and is desensitized to many socially important contacts. He 
may become overly reliable and dependent so much on others that 
he loses the tendency to do things for himself. This condition is 
well known to all therapists and needs no elaboration here except 
to stress its specific relationship to the administration of a play 
program. The extraverting elements naturally emerging from this 
expansive experience should be directed to operate against such 
states of dependence. Many patients feel but little extraversion 
from games since they, the patients, are treated like automatoms, 
the therapist simply pushing the buttons of reflex response or if 
voluntary responses are obtained, these may be vitiated because of 
a too-closely circumscribed range of activity due to the overly 
inflexibility of rules and rigorous adherence to uncompromising 
formulas and methods. The patient should be made to feel that he 
is engaging in a self-expressive activity in which his personality 
may find a pleasurable, wholesome and, may I add, a hospitable 
reception. 

Methods should be organized also in relationship to the most im- 
portant time elements in therapy. Long range activities should be 
provided, for the paranoid precox types, for example, while short 
range activities may be found more useful for the manic-depressive 
cases, and the length of the activity program should be carefully 
considered also in relationship to cycles, moods, and temperaments. 
It is well for us to recognize the educational significance of Dewey’s 
dictum: ‘‘ We learn by doing.’’ The therapist should realize that 
when a patient acts he learns, that when he is most interested as 
well as most active he grows and that such growth may be more 
easily directed into social channels. He may become interested in 
play, and as Professor Rogers concludes: ‘‘ What is experienced in 
such activities will be most thoroughly learned.’’ The motivating 
interest which a psychotic patient may appropriate to initiate, sta- 
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bilize or carry on his physical activity will naturally arise from the 
various wishes, which these activities may satisfy, as heretofore 
enumerated. The resocializing effects desired depend to a large 
extent upon significant relational components, for example, if the 
therapist is to assist the patient to become more socially conscious 
and more socially active she must use the active aspect of the play 
experience as simply the framework about which to organize more 
acceptable social action and social feeling. For example, the smok- 
ers held in conjunction with the athletic leagues provide most prac- 
tical material for resocialization as patients are led to discuss their 
accomplishments in relationship to the accomplishment of the whole 
group. Gaining, in this way the pleasurable excitement which 
comes from group accomplishment. They may feel willing to give 
up some of their coveted personality and to adopt more acceptable 
social practices. Carefully prepared write-up of the physical ac- 
tivities in the hospital periodicals, the psychiatrists’ contribution 
in relating wholesome activity in general and specific athletic ac- 
complishments to more desirable mental states and their association 
with the patients’ improvement. All these resocializing methods 
are fundamental. 

If the therapist is to develop the possibilities of physical educa- 
tion as an adjunct in treatment it will be necessary to study more 
carefully a practicable psychological method. Therapists should 
be acquainted with psychological mechanisms and tools, especially 
the psychological relationship of work and play, the necessity of 
alternating work and play processes, a consideration of them in 
their expressive and restrictive relationships, their complimentary 
function. Concepts of various disease entities in psychological 
terms, insofar as this is practicable and understandable should be 
applied. Therapists should study also the therapeutic implications 
of the automatic nature of games and the relationship of the con- 
ditioned and unconditioned responses to the problem of learning in 
its application to higher social habit formation. We should make it 
a special point to observe carefully the types of leadership which 
are most effective in producing various objectives set forth. From 
the results of scores compiled over a period of four years in pa- 
tients’ volley-ball league, I have found, for example, 46 per cent 
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more points were scored with teams having attendant leadership 
as compared to the teams composed entirely of patients. A philos- 
ophy of education in its application to mental reconstruction possi- 
bly along the line of Professor Jacks’ contribution may be of 
value. The recreation of much that becomes damaged in human 
spirit and initiative and capacity may afford a practicable philoso- 
phical objective. 

The public is becoming increasingly alert to the possibilities of 
further humanizing the environmental surroundings of the psycho- 
tic patient in the direction of more easeful and less harsh methods. 
The hospital administrator is directing such developing interest 
and appropriating it as a stimulus for a higher type of treatment. 
The layman perceiving improvement in morale among patients who 
participate in the balanced therapeutic regimen of work, rest and 
recreation, is inquiring as to the possibilities of more active pro- 
gram for the backward patients. Many are inquiring as to the ne- 
cessity of these regressed patients sitting idly day by day. I feel 
that such pressure from without for a higher type of treatment is 
being more than equaled from within. To assist in this, the im- 
portant social inter-relationships of mental disease should be 
studied by the therapist with the idea of assisting in this social 
reorientation through which the public is at present passing. The 
therapist is being directed and encouraged by the hospital adminis- 
trator to assist the public in a better understanding of the many 
complicating factors involved in the intricate processes of rehabili- 
tation. By personal contact, informal talks, demonstrations, ex- 
hibits, ete., those responsible for the administration of a therapeutic 
program may be enabled to fully organize and assist in directing 
such potential energy into channels of more effective rehabilitation. 


OBJECTIVES 


It seems unnecessary to state that physical therapy should be 
prescribed by competent medical authority and become a part of 
the regular routine of the hospital. One of the best ways to devital- 
ize a physical program is to consider it as something to be done if 
possible after all other routines have been completed. There is 
no reason why a program should not be so organized as to fit in 
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without disrupting other routine activities. This does not mean 
that physical therapy should ever be considered as an end in itself. 
Dr. White calls attention to a most important role it may assume 
as an introductory therapy, assisting the patient through natural 
and pleasurable urges to adjust more cooperatively to other rou- 
tine treatments. Careful study should be made of its capacity to 
assist the unstable and distractable type who cannot enter into any 
work activity so that through the expansive activities of play, an 
attempt may be made to raise him to more active levels upon 
which he may be able to assume the more responsible types of 
activity of a work nature and thereby be gradually and naturally 
progressed from play to work. Fitting the play program into the 
prevocational and vocational scheme I feel is a most important obli- 
gation as well as aim of the physical director. 


ATTITUDINAL OBJECTIVES 


Clifford Beers’ statement, ‘‘After all, what the patient needs 
most is a friend,’? comprehends a most important objective for 
therapy. Therapists who cannot project the play activity as a 
friendly experience will undoubtedly do more harm than good. 
Certain practicable wholesome attitudes which we desire to evoke 
should provide the spirit around which the framework of the thera- 
peutic program should be built. In discussing this matter with 
Dr. Adolf Meyer, I was very much impressed with his illuminating 
information. He stated in substance that if we are to help the 
patient we must lead him to feel that the therapeutic activities are 
of a self-imposed nature. He must look upon it as an expansive, 
and expressive, rather than a coersive or restricted activity. In 
establishing such a therapeutic attitude it is, of course, necessary 
that the patient feel that he has a choice, that he is making the 
choice and that he is making the best choice. In guiding him in the 
selection of alternate ways and methods the social ideal should be 
prominent. He should be led by the appeal of comradship which 
the excitement of concerted action may produce. He should receive 
merited commendation for participation, sportsmanship, effort, 
achievement and leadership. 

It is most necessary that these qualities of social significance be 
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emphasized as most important objectives of the game enterprise. 
The qualities of sportsmanship shown by staying in the game, en- 
couraging others, accepting defeat without sullenness, upholding 
officials, following leaders and obeying signals, giving credit to op- 
ponents, playing cleanly and honestly—all these qualities should be 
carefully considered and should provide the basis for credit in some 
discernible and understandable way so that the patient may realize 
that he is doing something of a worthwhile and progressive nature. 
Qualities of effort shown in running out plays, keeping mind on 
game, continuing in game, increasing effort to meet greater odds 
and unforseen situations—all these resocializing elements should 
be noted and evaluated by the therapist in terms understandable 
to the patient. Types of achievement, particularly those involving 
social appreciations and social striving should be the basis of 
credit. Leadership as shown in helping others, encouraging others, 
doing one’s best, maintaining courage and control, making friends, 
not attempting to star at expense of others, studying and knowing 
rules, perfecting and giving signals wisely, such modifiable elements 
should be evaluated from the aspect of their utilization as social 
stimuli. Participation in a wide range or in an increasing range 
of activities, should provide the basis for credit to the patient. A 
number of systems of scoring for achievement may be utilized. A 
minimum standard may be set and credit in points given for equal- 
ing the minimum and additional credits for excelling the minimum 
given. Points from one to one hundred may be given for various 
grades of performance, allowing a flexible range for improvement. 
Patients seeing this grade may be stimulated to increase it within 
certain well-defined limits of capacity. A norm of average ability 
may be set and credit in points given for approaching this stand- 
ard. The individual capacity of the patient may be evaluated and 
increasing points given as his score approaches the individual 
standard. The therapist must decide which of these systems fits 
most effectively into the play organization. The important thing 
is that some system should be provided to allow the patient a satis- 
fying feeling of worthwhile and progressive accomplishment. 

It is generally agreed that therapeutic processes should advance 
from interest to effort and that it should represent a developmental 
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rather than an inhibitory process. Patient should be made to feel 
that he is expressing himself in worthwhile ways, in ways which are 
productive of elements which he feels are worthwhile in the 
make-up of his personality. Some have emphasized the integrative 
objective of physical activity in this respect. During a smoker 
held by the patient members of the volley-ball league, a very re- 
gressed precox patient was importuned by his team members to 
make a speech. Somewhat reluctantly he arose and with a feigned 
aggressiveness declared, ‘‘I keep my eye on the ball.’’ This to my 
mind may serve to illustrate some of the qualities of integration 
which physical activity may hold for the far regressed type. 

{t should be understood that any formulation of objectives of 
recreational therapy for the mentally ill must be most general and 
tentative and subject to a wide range of variation. Many seem- 
ingly remote and apparently unrelated aims must be included so as 
to meet the distinctive motivation needs of atypical types as well 
as to enlist the initial participation of particularly resistive cases 
and to stabilize and sustain the activity of others during unfavor- 
able moods. The therapist must as a primary consideration, indi- 
vidualize the patient in his therapeutic approach and, in so doing, 
will find that a wide category of objectives may serve effectively in 
providing most efficient therapeutic tools. 

General objectives may provide practicable working material if 
carefully individualized to meet each distinctive problem of motiva- 
tion, interest, capacity, attention and skills. The therapist will find 
many who cannot approach these objectives. Those essentially 
psychogenic may never be fully understood or evaluated by the 
patient. The adaptation to higher levels, of a social, mental or 
physical nature is, in the case of the psychotic patient, essentially 
a most complex and in many cases a very slow process and may not 
be completely achieved. As desirable stimulating therapeutic goals, 
however, objectives of a general nature will be found most valuable 
in their provision for the necessary motivation and content for the 
most effective re-educational approach. 

General objectives of physical education for the psychotic patient 
may pertain to (a) physical fitness; (b) mental health and effi- 
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ciency; (c) social, moral character; (d) emotional expression and 
control; (e) appreciations. 
A. For Physical Fitness :* 


*With slight changes, these objectives have been taken from the “Report of Committee on Objec- 
tives and Policies’. Research Quarterly of the American Physical Education Association, Vol. 5, 
No. 4, Dec., 1934. 


Knowledge, skills, and attitudes. 

1. More normal growth and development. 
2. Greater organic vigor and efficiency: fitness of the vital organs to maintain the 
functions of circulation, respiration, digestion, elimination, nutrition, and heat regula- 
tion, and to adapt effectively and economically to varied demands made upon them. 

3. Increased neuromuscular efficiency, including physical alertness, agility, speed, 
accuracy and facility of movement (motor skills), rhythmic activity, optimum muscular 
strength and endurance which physical condition will allow. 

4. Greater vitality and control of the nervous system for more vigorous action and 
for relaxation and rest. 

5. Body postures and mechanics that are efficient for the activity at hand and favor- 
able to health taking into consideration distinctive physical capacity. 

6. Better knowledge of one’s own health requirements, and ability to adjust personal 
health practices to meet the demands of unusual situations. 

7. Overcoming defects causing drains on physiological resources. 

B For Mental Health and Efficiency: 

Knowledge, skills and attitudes re: 

1. Improved power to think and will body movements. 

2. Better perception and power to analyze a situation and sce its essential elements. 

3. Improved power to discriminate and weight evidence bearing upon alternative 
courses of action; straight thinking; sound and more rapid judgment and decision; 
problem solving; more orderliness in thinking and acting and improved ability to 
organize. 

4. Better mental alertness, power of sustained attention and concentration of thought. 

5. Broad, wholesome interests and skills in physical activities and related recreational 
pursuits. Curiosity. 

6. Improved comparison and evaluation of results; sane attitudes toward ‘‘ winning’’ 
and ‘‘losing’’; better recognition of the true function of recreative sports. 

7. Better sense of rhythm. 

8. More wholesome mental attitudes; mental ‘‘stance’’ and integrity. 
habits of recognizing, weighing and facing facts squarely. 

9. Greater knowledge of one’s own powers and limitations 


10. More knowledge of a variety of healthful activities, rules of games, health prac- 
tices, qualifications for leadership, ete. 


Improved 


C. For Social-Moral Character: 
Knowledge, skills and attitudes re: 
1. Sympathy: more due consideration of, and respect for, the rights (including prop- 


erty right), abilities, feelings, opinions, experience, limitations, and responsibilities of 
others. Unselfishness; helpfulness to others. 
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2. Courtesy: good manners and speech; conformity to wholesome social customs; 
more promptness. 

3. Improvement in honesty; truthfulness; sincerity (earnestness). 

4. Sense of justice, ‘‘fair play’’, treat all as we would be treated; democracy. 

5. More active cooperation with others toward a common goal for satisfaction and 
welfare of the group. 

6. More sane attitudes toward sex and the social obligations of the two sexes. 

7. Wholesome aggressiveness; disciplined ambition. 

8. Improved self-discipline; control of personal and social conduct. 

9. Greater reliability; trustworthiness; sense of honor and of duty. 

10. More respect for rules and properly constituted authority; obedience to law; 
respect for sound principles. 

11. Perseverance toward worthwhile goals of achievement; not easily discouraged; 
‘‘stick-to-it-iveness’’; greater industry. 

12. Greater self-direction and self-reliance; ability to see, accept and meet social 
responsibility. 

13. More effective and wholehearted leadership or followship according to the de- 
mands of the situation. 

14. Greater loyalty to principles which one believes to be right; unprejudiced; loyalty 
to wholesome groups of which one is a member. 

15. Better disciplined initiative and the ‘‘courage of one’s convictions.’’ 

16. More friendly play spirit; improved companionability. 

17. A better sense of self-respect, but absence of conceit or self-importance; more 
confidence in self and others. 

18. A more pleasing personal appearance; hygienic practices as a social obligation. 
D. For Emotional Expression and Control: 

1. Better standards for the experience of satisfaction; disciplined ambition in rela- 
tion to successful performance; proper ratio between ‘‘winning’’ and ‘‘losing’’, etc. 

2. Greater facility of feeling and expressing pleasure, happiness, kindness, courage, 
enthusiasm, cheerfulness, love of companionship, fairness, and other traits suggested in 
preceding categories; skill in dramatization of beneficient emotions. 

3. Better mental poise; self-control (‘‘keep your head’’—patience). 

4. Attempts to avoidance of emotional strains, such as worry, fear, overtension; con- 
trol of excitement; control of reactions to unpleasant, unavoidable circumstances (the 
enjoyment of reactions to unpleasant, places’’). 

5. The emotional experience of relaxation; (resting points of satisfaction’’ and 
‘*periods for constructive composure’’). 

6. The more impersonal or objective attitude toward situations likely to disturb 
emotional balance. Better control of egoistic tendencies. 

7. Studied attempts toward redirection of impulses to anger, pugnacity, jealousy, into 
constructive channels. Substitution of constructive intellectual reactions for uncondi- 
tioned (‘‘out-of-the-clear-blue-sky’’) motor tendencies. Deliberation: postponement of 
reaction until validated by reason and harmonized with one’s own social-moral standards. 

8. More wholesome standards of ‘‘likes’’ and ‘‘dislikes’’, 
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E. For Appreciations: 

Knowledge, skills, and attitudes relative to: 

1. Rhythm and music; sympathetic interpretation and expression, forms of rhythms, 
national moods and ideals, relaxation, harmony, etc. 

2. Nature (fields, streams, woods, skies, fresh air; forms, colors and activities of 
nature; man’s place in nature, etc. 

3. Personality (cheerfulness, poise, manners, companionship, etc.). 
Freedom better (respect for law, emotional expression and control, joy, etc.). 
Physical laws (reaction of physical forces, gravity, momentum, etc.). 
Enjoyment (of effort, accomplishment, creative and imitative activities, etc.). 
Value of making correct choices (discrimination, taste, judgment, etc.). 
Bodily vigor (fullness of bodily powers, fituess, etc.). 


a a a 


John Dewey is said to have discovered the fundamental fact that 
process rather than consequence is primary in a philosophy of liv- 
ing and that happiness and situations are end products which are 
of value only as the lead to new processes. 

Activity is the real objective, wholesome activity leading to fur- 
ther wholesome activity provides a most important therapeutic ob- 
jective. This principle is most important if the therapist is to gain 
the proper perspective. It is most natural for all of us to empha- 
size the particular project at hand and to fail to appreciate its rela- 
tionship to further processes. This habit aspect of therapy was 
stressed by Franz in the development of his mechanical approaches 
and procedures and should provide the guiding principle in carry- 
ing out the social aims, as well. 

Finally, we who are attempting to carry out this program of phy- 
sical therapy and to develop its practicable possibilities, must real- 
ize that we have done but little with material of great inherent pos- 
sibilities. We have failed at many points but particularly in 
interpreting our field and work adequately to so many hospital 
administrators who have generously and in many cases, uncritically 
accepted it as a promise of a humane contribution to the alleviation 
of the prevailing dullness and possible harshness of institutional 
life. The expansive and modifiable play mechanism, a great poten- 
tiality for influencing human conduct both normal and abnormal, is 
in our hands. Our effectiveness as therapists depends upon the 
intelligent use with which we apply it. 
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THE SEDIMENTATION TEST IN PSYCHOTIC PATIENTS 
WITH PULMONARY TUBERCULOSIS 


BY GEORGE C. BOWER, M. D., PATHOLOGIST 
AND 
GABRIEL SCHEIN, M. D., ASSISTANT PHYSICIAN 
MARCY STATE HOSPITAL, MARCY, N. Y. 


Various laboratory procedures are used to aid in the diagnosis 
and treatment of patients with chronic pulmonary disease. These 
procedures are of special importance among psychotic patients, 
especially those who are deteriorated. These patients usually do 
not complain of ill health so that their history is of little assistance 
and only exceptionally will they cooperate enough for a satisfac- 
tory chest examination. In most instances the patient either sub- 
mits passively with breathing so shallow as to be almost inaudible 
or actively resists all efforts to carry on a physical examination. 
Satisfactory X-ray films are frequently impossible to obtain for 
the same reason. 

Sputum examinations are impossible in many of these people 
because we are unable to obtain a satisfactory specimen. Smears 
of the throat examined for tubercle bacilli have been unsatisfactory 
in our experience also. Tubercle bacilli have been recovered from 
the feces in a small percentage of our cases but unless there are 
large numbers excreted the search is at best tedious and uncertain 
because the mass of material is so large. 

Lowenstein claims to have recovered in a large percentage of 
his cases the tubercle bacillus from the blood stream in various 
stages of tuberculous infections. This would be of great assistance 
in diagnosis and prognosis but the results obtained by the majority 
of investigators including ourselves do not substantiate his claims. 

The sedimentation test is non-specific for tuberculosis but is most 
useful in the study of that disease. It was first used by Fahraeus 
in 1918 as a test for early pregnancy but for this purpose it has 
long since been abandoned. According to Cutler an abnormal sedi- 
mentation rate is obtained in syphilis, acute infectious disease, 
malignancy, localized suppuration, acute metallic intoxications and 
certain endocrine disorders. Simple catarrhal inflammations such 
as acute catarrhal appendicitis, simple rhinitis and colitis affect the 
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rate little if at all. The functional nervous disorders and psychoses 
do not influence the rate. Freeman in a careful study of 50 normal 
and 47 cases of schizophrenia, without visceral or organic compli- 
cations, proved this to be true regardless of subtype of mental dis- 
ease, length of hospitalization or degree of deterioration. Nor do 
the simple tumor growths, metabolic disorders or chronic valvular 
heart disease affect the rate. Instead of the leukocyte count we 
use the sedimentation rate because it expresses the condition of the 
body rather than the reaction of the body to the condition. Although 
the two tests, the leukocyte count and the sedimentation test, may 
well supplement one another, Lawrason Brown in the 1934 Year 
Book of General Medicine states that the sedimentation rate is ap- 
parently more sensitive than the differential leukocyte count in 
tuberculosis. 

Ringer and Roach state that the sedimentation rate is an excel- 
lent guide to progress and most closely parallels radiological 
changes. If the X-ray findings are equivocal as they often are, the 
nature of the sedimentation test will often determine the patient’s 
course. Roche uses the sedimentation rate as an index for the 
beginning of exercise and even in the presence of normal pulse 
and temperature rates waits until the sedimentation rate is ap- 
proaching normal before allowing exercise. 

The specific gravity of erythrocytes, viscocity of plasma, sugar 
content, non-protein nitrogen or cholesterol apparently bear no 
relation to the sedimentation rate. The present consensus of opin- 
ion is that the speed of erythrocytic sedimentation is dependent 
upon globulinfibrinogen ratio. The variation which occurs with a 
slight degree of anemia is negligible. Some observers have shown 
the rate is not constant even in normal individuals but that it may 
vary due to change of temperature, barometric pressure and un- 
known factors. From this it would appear that a single test is of 
little clinical value so that final judgment should be reserved until 
several tests have been performed. Tests are taken at monthly in- 
tervals on our group of patients whose conditions warrant further 
study. In order to minimize the influence of meals and rest the 
tests are taken at the same hour of the day. The graphic method 
of Cutler is used in this hospital. A tourniquet is applied to the 
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arm to obtain as nearly uniform venous stasis as possible. Four 
and five-tenths ¢c.c. of blood are obtained by aseptic venous punc- 
ture into a syringe already containing 0.5 c.c. of freshly prepared 
3 per cent sodium citrate solution. The mixture is poured into a 
sedimentation tube which is calibrated in millimeters. The tube 
is stoppered with a paraffined cork, mixed carefully and placed in 
a numbered rack until ready for reading. A number of needles 
and syringes previously sterilized are at hand so that the minimum 
amount of time is expended between patients. In this manner blood 
may be obtained from a number of patients within a comparatively 
short time with little cooperation or actual resistance on the part 
of the patient. Before recording the degree of sedimentation all 
tubes are inverted carefully several times. Using an artificial 
source of light in a room between 20 and 30 degrees centrigrade, 
the height of the column of red cells in each tube is noted at five- 
minute intervals for one hour. By this method blood can be ob- 
tained and the readings of 15 patients completed within two hours, 
whereas an equal number of leukocyte examinations would require 
a much longer time. If, for some reason after obtaining the blood 
the readings cannot be promptly made they can be safely deferred 
as the sedimentation phenomenon does not tend to disappear for 
ten hours. We prefer the Cutler method to various others in use 
because : 

1. Larger amounts of blood and fluid are used so that the per- 
centage of error is apt to be less than in other methods. 

2. Only one hour is necessary for the reading of a large number 
of specimens. 

The normal limits of the drop in the column of red cells in one 
hour according to Cutler is 2 to 8 mm. for men and 2 to 10 mm. 
for women. Lawrason Brown believes that a drop exceeding 25 
mm. is serious in tuberculosis. 

A diagonal line as plotted on the graph is a straight line or nearly 
so with the lowest sedimentation point outside of normal limits. 
It is indicative of quiescent or slightly active disease. 

A diagonal curve is a curve of gradual slope with index falling 


outside normal limits. This type of curve indicates activity. 
APRIL—1935—F 
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A vertical curve is a curve of sharp slope indicating a rapid 
early packing of red cells and a marked clinical activity. 


W. A., male, 48 years, dementia precox, hebephrenic. Came under observation with 
history of cough, expectoration and loss of 1114 pounds of weight. X-ray revealed 
scattered infiltrations extending down to the seventh rib with the area of maximum 
density from the apex to the fourth rib. Physical examination showed dullness vo per- 
cussion over the right upper lobe with many moist rales in the same area. Tubercle 
bacilli were found in the sputum. For two weeks following admission his rectal tem- 
perature ranged from 99.6 to 101 degrees following which it came down gradually rais- 
ing above 100 degrees only on a few occasions since. His pulse has varied between 
70 and 90 per minute. He has gained 12 pounds in weight. His first sedimentation 
test showed a drop of 32 mm. Two months later, in spite of his apparent improvement 
the sedimentation rate was still 27 mm. and the X-ray revealed no changes in the pul- 
monary condition, so that the case is one requiring surgical intervention. 


Sed. Sed. 
Mu.[ oS 10 15 20 25 30 35 40 45 50 55 60 | Index 


W.A. 





Figure 1—W. A.—Persistent high sedimentation readings in spite of apparent 
clinical improvement 


From this case it will be seen that the sedimentation rate paral- 
lels the actual pathology more closely than the temperature, pulse 
or gain in weight. 
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F. R., female, 56 years, dementia precox, hebephrenic. This patient came under ob- 
servation, October 18, 1933, with the history of persistent cough and loss of weight. 
Physical examination showed the presence of rales throughout both lungs. X-ray re- 
vealed a bilateral advanced pulmonary tuberculosis with cavitation of the left lung. 
Sputum was positive for tubercle bacilli. The course was progressively downward with 
septic type of temperature and continued loss of weight with fatal termination eight 
months later. Sedimentation chart shows the vertical curve of Cutler found in advanced 
eases which usually implies a hopeless prognosis. 


! Sed. 
F.R. MM. 0 5S 10, 15 20 25 30 35 40 45 SO 5S 60 | Index 


1.23.% 





Figure 2—F. R.—High sedimentation readings with vertical curve in an advanced case 
of pulmonary tuberculosis with fatal termination 


W. 8., male, 88 years, senile psychosis, paranoid trend. March 12, 1934, came down 
with irregular type of fever ranging from 100 to nearly 104 degrees Fahrenheit for one 
week. X-ray taken at that time revealed scattered infiltrations extending to the eighth 
rib with maximum density from the apex to the fourth rib. The left lung was clear. 
Physical examination was very unsatisfactory due to his mental condition but dullness 
was present over the upper half of the right lung Occasional fine rales were audible 
over the same area. The sedimentation rate showed a drop of 29 mm. in one hour. 
His temperature ranged in the neighborhood of 100 degrees Fahrenheit exceeding it on 
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several occasions and gradually falling to normal. He has gained fifteen pounds in 
weight in the last seven months. His sedimentation rates showed gradual improvement. 
Physical examination reveals at the present time an absence of rales but still some im- 
paired resonance. X-ray of March 4, shows almost complete clearing of shadows in the 
right chest. Sedimentation rates in this man parallel closely the X-ray findings and 
his general clinical condition. 


Sed. 
0 5S 10 15 20 25 30 35 40 45 50 55 60 | Index 
W.8. 


3.20.35 


4.11.34 





Figure 3—W. S.—Improvement indicated by sedimentation readings 


M. W., male, 34 years, dementia precox, hebephrenic. Came under observation, Octo- 
ber 20, 1934, because of hoarseness. Laryngoscopic examination showed considerable 
mucous in glottis between vocal cords. There was no paralysis. A hyperplastic condi- 
tion of the glottis was present indicating a chronic laryngitis. The specialist felt the 
local condition might be due to a general constitutional condition, tuberculosis, particu- 
larly was suspected. Physical examination of the chest revealed no definite pathology. 
Five sputum examinations were negative for tubercle bacilli. X-ray examination of the 
chest was considered negative. During the period of observation his temperature and 
pulse were normal. He was free of symptoms referrable to the chest and gained 15 
pounds in weight. The sedimentation rate was well within normal limits on three exam- 
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inations. In view of these findings we felt there was no active tuberculosis and he 
was returned to his regular ward. 


Sed. 
© 5 10 15 20 25 30 35 40 45 SO 55 60 Index 
MLW. 


3.34 





Figure 4—M. W.—An example of sedimentation reading found in a normal or absolute 
quiescent case 


SuMMARY 


1. We have performed 455 sedimentation tests in the past 14 
months on a series of 60 patients who have been sent to the tuber- 
culosis pavilion for diagnosis or treatment. 

2. The sedimentation rate is a better index of tuberculosis activ- 
ity than the temperature, pulse or gain in weight in our type of 
patients. 

3. Together with the X-ray the sedimentation rate furnishes the 


best means of following the progress of a tuberculous, psychotic 
patient especially of the deteriorated type. 
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RUPTURE OF THE BRAIN STEM IN CASES OF TRAUMATIC SUDDEN 
DEATH* 


BY CHARLES H. HOCHMAN, M. D., 
ASSISTANT MEDICAL EXAMINER, NEW YORK CITY 
AND 
FRANK M. KRAMER, 
CURATOR, NEW YORK STATE PSYCHIATRIC INSTITUTE AND HOSPITAL, NEW YORK CITY 


I. IntropvuctTion 


In the routine examination of brains from cases of violent death 
due to trauma to the head, it was observed that there occurred with 
noticeable frequency a peculiar multiple hemorrhagic lesion of the 
brain stem. Such lesions appeared grossly to be actual splitting of 
the substance of the pons and mesencephalon, the subsequent gaps 
in the tissues being filled with coagulated blood (Figure 1). These 
lesions were invariably on a horizontal plane, in that they coursed 
at right angles to the body if the latter were standing erect. The 
sites of involvement were usually in either the pons or the mesen- 
cephalon, or in both, and the lesions were almost always confined 
to the basilar portions of these structures without extension into 
the periphery or surfaces. In other words, in the majority of cases 
no involvement of the brain stem was discernible on the external 
examination of the brain, except that some of the more pronounced 
lesions gave the pons a swollen appearance. 

Because of the relative frequency with which these lesions were 
found, an analysis of 138 consecutive cases of death due to violent 
trauma was made. These cases, collected in a period of 20 months 
were composed of all types of head injury except pistol and gun- 
shot wounds. In general, automobile and railway accidents, falls 
from various heights, and blows received during altercations were 
the etiological factors present in all of the cases examined. The 
extent of traumatic involvement detectable on general external ex- 
amination of the bodies varied from a total absence of even super- 
ficial contusions and abrasions of the head, or fracture of the skull, 
to profound fracturing of the latter with partial avulsion of the 
cerebral tissues. In 13 cases (9.4 per cent) the characteristic hem- 
orrhagic lesion of the brain stem was found; the extent of damage 


*From the Department of Neuropathology, Psychiatric Institute, and the Office of the Chief 
Medical Examiner, New York City. 
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of this region varying from very minute lesions to an almost com- 
plete severance of the brain stem. It was particularly observed 
that there was no indication that the most severe force or blow on 
the head produced the most extensive lesion. In other words, there 
was no positive correlation between the magnitude of the applied 
force and the magnitude of the brain stem lesion. In the majority 
of cases it was not altogether possible to determine the exact direc- 
tion and point of action of the force which either directly or indi- 
rectly produced the brain stem trauma, since most of the cases pre- 
sented multiple contusions, lacerations and fractures involving 
numerous parts of the body. For this reason, attempts to deter- 
mine the principal point at which the traumatizing agent contacted 
the head were confusing. It was noted, however, that a suggestive 
number of the cases presented some evidence that the head was 
struck either in its frontal or occipital aspects. On the other hand, 
it was disclosed at autopsy that a considerable number presented 
evidence of trauma confined to one side of the head. 

The age variation in the total number of cases examined (138 
cases) ranged from 16 months to almost 90 years; the occurrence 
of the brain stem lesions (13 cases) was observed in cases ranging 
from 3 years to 60 years of age, with a predominance of the lesions 
occurring at ages over 45 years. 


II. Case Reports 


All of the cases abstracted in the following paragraphs were 
classified as sudden deaths in the Medical Examiner’s records, 
since they were pronounced dead on the arrival of the physicians 
who were called to the scenes of the accidents. 


Case No. 1: F. F.: A white woman, age 59, was struck and instantly killed by a 
speeding automobile. At autopsy she presented a deep laceration of the scalp 2 em. in 
length over the occipital protuberance. The base of the skull disclosed a linear frac- 
ture 12.5 em. in length involving the posterior fossa in the mid-line. Both hemispheres 
were discolored by sub-arachnoid diffusion of blood, and a blood clot was present in the 
arachnoid space of the posterior fossae. Very typical traumatic rupturing of the pons 
was found on making sagittal section through the brain stem, (Figure 1). 


Case No. 2: M.R.: A school girl, age 10, fell six stories from the roof where she 
was playing. She presented, on post-mortem examination, a compound fracture of the 
left arm, a severe laceration in the mid-line of the forehead measuring 7.5 cm. in 
length, under which was disclosed a comminuted fracture of the skull with some avul- 
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Fie. 1 Case No. 1. Sagittal section of the pons disclosing typical form of rupture and 
8 | YI i 


hemorrhage occurring in certain cases of violent trauma to the head. Note 


that the tears course essentially in the same direction, 





Fig. 2. Case No. 2. Pons and portion of mesencephalon showing traumatic splitting 


The lesions are of a comparatively mild type, although the case was one of 
unusually severe injury to the head. (The removal of a block of tissue 
will account for the variation of the lesions between the two cut 


surfaces shown.) 














Rig. o. Case No. 3. Traumatic rupture of the pons and mesencephalon of a more 


extensive type. Note that all of the lesions are in a general transverse direetion. 





Fig. 4. Case No. 4. Very severe type of traumatic rupture of the brain stem without 
involvement of the hemispheres. The skull in this case was fractured in the 


maxillary regions, but the base and vault of the cranium were not involved, 
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sion of the frontal lobes. The brain, on removal, showed considerable damage to the 
frontal poles, but there was relatively little extravasation of blood into the sub-arach- 
noid spaces of the rest of the organ. The pons and mesencephalon contained several 
well circumscribed hemorrhages within their substances (Figure 2). 

Case No. 3: R. R.: A 52-year-old white woman was killed in the same manner us 
that of Case 1. On external examination there was evidence of bleeding from the nose 
and mouth; there was an abrasion on the right side of the forehead above the outer 
angle of the eye measuring 2 em. in diameter; a similar abrasion 1.3 cm. in diameter 
was present in the middle of the forehead; a stellate laceration over the bridge of the 
nose measured 1.3 em. in length, and through it could be seen and felt a fracture of 
the nasal bones; there was ecchymosis about the left eye; the right hand was con- 
tused; and both femurs were fractured at the junctions of the lower and middle thirds. 
On removal of the calvarium, hemorrhage into the galea of the left temporal and occipi- 
tal regions was noted. A large subdural clot was present over the right hemisphere, 
and sub-arachnoid hemorrhage was diffusely distributed over both hemispheres. The 
skull disclosed a linear fracture of the left middle fossa, beginning in the sella turcica 
and coursing outward and to the left over the great wing of the sphenoid and on to the 
vault, ending in the parietal bone. The fracture measured 16 cm in length. Another 
fracture measuring 2.5 cm. in length transversed the right orbital plate. The pons and 
mesencephalon contained a number of linear hemorrhagic lesions, the largest of which 
was in the basilar portion of the pons and which measured 22 mm. in length on its cut 
surface (Figure 3). 

Case No. 4: A. K.: <A 60-year-old white woman, who had been ill and depressed 
for a long time, jumped from the roof of a six-story building. On external examina- 
tion, there was evidence of fracturing of both maxillae, malar bones, right humerus, 
left clavicle, 2nd to 7th ribs on the left, and the femur on the same side. The anterior 
wall of the chest was contused, and there was present a stellate laceration of the right 
side of the face, extending to and involving the orbit. Externally, the brain showed 
only slight hemorrhage at the base in the sub-thalamic region and in the 4th ventricle, 
but on section the pons and mesencephalon were seen to be so extensively torn that 
there was practically a severance of the brain stem (Figure 4). The skull, except for 
the bones of the face and jaws, was not fractured, and there was no sub-arachnoid 
hemorrhage over the cerebrum. 


Case No. 5: A. K.: <A white male adult, age 60, developed a ‘‘dizzy spell’’ while 
working in his tailor shop. He was seen to fall to the floor from a standing position, 
striking his head with considerable force on the hard floor. He was dead on the arrival 
cf a physician. At autopsy, the left temporal muscle was hemorrhagic, and the galea 
of the same side showed evidence of bleeding. The skull presented a depressed fracture 
of the left temporal bone at the squamous portion, measuring 4 x 2.5 cm. The left 
middle fossa contained a small amount of recently clotted blood. Diffuse sub-arachnoid 
hemorrhage enveloped the left cerebrum and cerebellum. On mid-sagittal section the 
brain stem showed several layers of linear hemorrhages in the mesencephalon and at 
the ponto-mesencephalic junction. One of these tears extended to the 4th ventricle which 
was occluded with clotted blood. 


Case No. 6: A. F.: A youth, 21 years of age, fell or jumped from a third-story 
window, landing on an iron grating. On external examination only a superficial con- 
tusion with a minor laceration of the chin was found. At autopsy, the right galea was 
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hemorrhagic; the anterior fossa on the same side contained a small sub-dural clot; dif- 
fuse subarachnoid hemorrhage covered both hemispheres; the cortex of the right orbital 
Icbe was slightly lacerated; the base of the skull disclosed a linear fracture involving 
the right anterior and middle fossae; the 1st cervical vertebra was fractured, and a small 
subdural clot compressed the cord at the levels of the Ist and 2nd cervical segments. 
The brain stem showed typical rupturing and hemorrhages in the substance of the pons 
and mesencephalon; two of the tears extending to the 4th ventricle which was filled with 
blood clot. 

Case No.7: T.8.: A white female child, age 3, fell out of the third-story window, 
landing on the concrete pavement below. At autopsy, no external lesions whatsoever, 
were noticeable on the head or face. The thigh showed evidence of a fractured femur. 
On prosection, it was observed that the galea of the occipital region was hemorrhagic, as 
was the deep musculature over the posterior cervical region. The skull, however, was 
not fractured. The body of the 5th cervical vertebra disclosed a simple fracture, but the 
spinal cord was not involved by the trauma A moderate sized blood clot was scen be- 
neath the dura in the right occipital region, but otherwise there was no external evidence 
of any trauma to the brain. The brain stem showed, on section, several small but typical 
tears in both the pons and mesencephalon, the largest lesion measuring 11 x 2 mm. on 
its cut surface. 

Case No. 8: W.H.R.: A male laborer, 53 years of age, while profoundly intoxi- 
cated with alcohol, was seen to fall to the sidewalk, striking his head on its right aspect 
with considerable force. Externally, he showed lacerations measuring 2.5 and 5 mm. 
respectively, over the right parietal region and right forehead. On prosection, it was 
observed that there was considerable hemorrhage into the galea of the occipital region; 
subdural masses of blood were present in the middle and posterior fossae; the temporal, 
parietal and occipital lobes of both hemispheres were enveloped with sub-arachnoid dif- 
fusion of blood; the pole of the left temporal lobe was lacerated, and an irregular linear 
fracture of the base, extending from the left side of the foramen magnum, was found. 
This fracture extended directly backward for about 10 cm. The pons and mesencephalon 
disclosed typical linear hemorrhagic lesions within their substance. 


Case No. 9: 8. G.: A white housewife, age 50, was killed by a speeding automobile. 
The findings on external examination were contusions of the right shoulder, fractures of 
the clavicle, tibia and fibula on the same side, and an absence of even superficial evi- 
dence of trauma to the head. At autopsy, however, it was noted that the left temporal 
muscle and overlying scalp were somewhat hemorrhagic. The galea of the left frontal 
and temporal regions was hemorrhagic. Both hemispheres showed diffuse sub-arachnoid 
and basilar hemorrhages. There was no evidence, whatsoever, of skull fracture, nor was 
there a laceration of the cortex. The brain stem, on longitudinal section, disclosed sev- 
eral typical linear tears of the type shown in Figure 1. 

Case No. 10: E. H.: <A 27-year-old chauffeur fell or jumped from the roof of an 
apartment house. Externally, he showed an irregular laceration of the left side of the 
forehead just above the orbit, measuring 4 cm. in length. Through this lesion could be 
seen and felt a fracture of the frontal bone. There were ecchymosis and abrasions over 
the left arm and leg. The mandible, humerus, tibia and fibula on the left side were 
fractured. On prosection, only a slight amount of sub-arachnoid hemorrhage was found 
over the left frontal lobe. There were no subdural clots or lacerations of the cortex, 
but the brain stem showed one large and several small typical rupturings with hem- 
orrhage. 
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Fig. 5. Sagittal seetion of an essentially normal brain stem, showing the peculiar trans- 
verse arrangement of the pontine vessels. In the more mild type of traumatic 
lesions in the pons, the position of the tears and hemorrhages corre- 
sponded: strikingly with the plane and position of 


these blood vessels. 
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Case No. 11: D. F.: A male adult, age 53, was struck by an automobile and killed. 
He presented ecchymosis of both eyelids, and a laceration measuring 2 cm. in length 
over the right parietal region. The autopsy disclosed widespread hemorrhage into the 
galea, subdural blood clots in the left middle fossa, and slight cortical laceration of the 
left temporal lobe with sub-arachnoid hemorrhage around this zone. The base of the 
skull contained an irregularly linear fracture extending from the internal ocvipital 
tuberosity, horizontally across the squamous portion of the occipital bone to the squamous 
portion of the temporal bone, thence to transverse the lesser wing of the sphenoid. 
Typical but rather slight rupturing of the brain stem was found. 

Case No. 12: D.8.: A 46-year-old man whose injury was incurred in practically 
the same manner as that of Case No. 8, except that he was seen to land directly on his 
face. The autopsy showed considerable damage to the bones of the face, and an exten- 
sive basilar fracture of the skull with comminutation of the bones of the left middle 
fossa. The left temporal cortex was extensively lacterated and hemorrhagic. The pons 
disclosed many hemorrhagic traumatic tears. 


Case No. 13: E.M.: A young man age 26, was killed when his automobile struck 
a pillar of an elevated railway. He showed only a transverse laceration of the forehead 
on external examination. This lesion measured 4 cm. in length. On prosection, the scalp 
contained a small amount of hemorrhage over the frontal aspect only. The skull was not 
fractured. The cortex of the left occipital lobe was somewhat pulpified, and overiying 
it was a massive subdural hemorrhage. The pons contained multiple characteristic trau- 
matic lesions, but the mesencephalon was not involved. Examination of fhe abdomen 


showed a small rupture of the right lobe of the liver, and there was a hemato- 
peritoneum. 


III. Discussion 


The mechanism by which traumatic hemorrhages are produced 
in the brain stem has been variously explained. Attwater’ ana- 
lyzed 67 cases of pontine hemorrhage, some of which were trau- 
matic in origin and which produced sudden death. He expresses 
the belief that such lesions in the pons are due to the fact that this 
portion of the brain is more rigidly fixed against the base of the 
skull than the neighboring structures of the brain. When the trau- 
matic force causes a sudden increase in the intra-cranial pressure 
the pons is less movable than these other structures and consequent 
laceration of the pontine vessels takes place. Greenacre’ cites a 
case of traumatic pontine hemorrhage and states a theory that such 
a lesion is secondary to hemorrhage in other parts of the brain. 
This author supports Attwater’s explanation regarding the factor 
of increased intra-cranial pressure, but also adds that the predilec- 
tion of the brain stem as a site for the secondary damage is due to 
the peculiar arrangement of this structure’s blood supply. Le- 
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Count and Apfelbach* have observed centrally located and multiple 
hemorrhages in the brain stem in cases of skull fracture. They 
state that these lesions are contre-coup, in that the fracture of the 
skull did not involve any of the bone adjacent to the brain stem, 
and they give the opinion that the lesions occur because of stretch- 
ing of the brain away from the brain stem, the latter being less 
movable; thus interfering with the peculiarly arranged blood ves- 
sels of the region. These authors found 57 cases of pontine hem- 
orrhage in the examination of 504 cases of skull fracture. None 
of their cases in which the pons was involved lived for more than 
one day. It was particularly noticeable that the majority of their 
eases showed evidence of having been struck from behind. Cassasa‘* 
pointed out that multiple punctate hemorrhages, scattered through- 
out the deeper parts of the brain, have been found in cases of 
trauma where there was no fracturing of the skull, laceration of 
the surface of the brain or scalp. Wilson and Winkelman’ re- 
ported five cases of traumatic pontine hemorrhages, none of them 
being of sufficient extensiveness to cause sudden death. In dis- 
cussing this presentation, Mills® stated the belief that the lesions 
were due to the sudden displacement of cerebro-spinal fluid in such 
a way that immediate conditions of vacuolation are created at 
many points around the blood vessels; then, with the external sup- 
port and pressure removed hemorrhage takes place in consequence 
to the vacant spaces. Osnato and Giliberti’ mentioned one case of 
multiple ‘‘miliary’’ hemorrhages in the periphery of the pons in a 
ease of concussion. This brain also had similar lesions in the 
corpus callosum and other deep cerebral structures. Vance* wrote 
an analysis of cerebral damage in 512 cases of skull fracture, and 
reports that pontine hemorrhages occur in some instances as a com- 
plication to violence to the head. He questions, however, the im- 
portance of such lesions as a factor to be considered as the cause of 
death, since other damage to the brain masked the symptomatology 
which was shown by his cases before death took place. Berner,’ 
in his studies on traumatic cerebral hemorrhage, cites the occur- 
rence of one or more small punctate hemorrhages in the pons, peri- 
aqueductal region and sub-ependymal layers around the 4th ven- 
tricle. These lesions were encountered in traumatic cases with and 
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without fracture of the skull. He accounts for them in terms of a 
supposition of existence of rapid changes of intra-ventricular pres- 
sure which are supposed, by him, to occur at the time of a sudden 
blow on the head. In a number of his cases the lesions were dis- 
cernible only on microscopic examination. 

The opinions given as to the mechanism by which indirect trauma 
produces hemorrhagic lesions in the brain stem can be summar- 
ized as: 

(a) Relative immobility of the brain stem in association with 
greater mobility of the cerebrum. 

(b) Sudden increase of intra-cranial pressure in association 
with the peculiar arrangement of the blood vessels in the brain 
stem. 

(c) Contre-coup bruising. 

(d) Increased intra-ventricular tension associated with sudden 
dilatation of the narrow channels of the ventricular system and 
related vascular spaces. 


(e) Various combinations of the above listed factors. 


If one takes into consideration the arrangement of the blood sup- 
ply in the areas affected by these traumatic lesions in the brain 
stem, a suggestive fact concerning the mechanical process of the 
trauma can be seen. When the normal brain stem (Figure 5) was 
compared with the average lesion which was found in our cases, 
it was noted that the sites and plane of the lesions corresponded 
strikingly to the position and course of the normal blood vessels. 
This fact to some extent indicates that the mild type of hem- 
orrhages which we see in traumatic pontine lesions are extravasa- 
tions of blood along the course of the blood vessels associated with 
laceration of the surrounding tissues. It is, therefore, believed 
by us that the peculiar arrangement of the blood vessels of the 
brain stem plays an important role in the mechanical process of 
the trauma. The gross splitting of the pontine and mesencephalic 
structures may occur simultaneously with the rupture of the blood 
vessels. That the tearing of the tissues around the blood vessels 
is not secondary to the hemorrhage is supported by the dissimilar- 
ity between the appearance of the picture in the traumatic case as 
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compared to the picture seen in cases of spontaneous hemorrhage 
from one of the intra-pontine vessels. In the latter, one does not 
usually find the clear-cut planar or disc-like type of lesion which we 
presented as characteristic of the mild type of traumatic lesion, but 
rather a multi-directional extravasation of blood usually associated 
with a softening. 

A point to be emphasized in reference to the subject is that trau- 
matic damage to the brain stem may occasionally occur in cases 
where there is a total absence of evidence of injury involving the 
head, skull or external surface of the brain, and in cases where no 
other findings sufficient to produce sudden death may be present. 
This fact has been brought to attention by several cases described 
herein, and by the work of Cassasa, Berner, and Hartland and 
Beling.*® In the light of this fact the authors feel, in accord 
with Attwater, that traumatic pontine hemorrhages may of them- 
selves at times be sufficient to cause sudden death. 

Since it is obviously of medico-legal importance to determine the 
exact extent of involvement of lesions in certain cases of violent 
death, it is suggested that a detailed examination of the brain stem 
be made in all cases of traumatic death, especially where no gross 
external damage to the head or brain can be demonstrated, and 
where nothing sufficient to cause death has been found in the exam- 
ination of other bodily structures. 


BIBLIOGRAPHY 
1. Attwater, H. L.: Guy's Hospital Reports 65: 839, 1911. 
2. Greenacre, P.: Johns Hopkins Hospital Bulletin 28: 86, 1917. 
8. LeCount, E. R., and Apfelbach, C. W.: J. A. M. A. 74: 501, 1920. 
4. Cassasa, B.: Proc. N. Y. Path. Society, 1924, p. 101. 
5. Wilson, G., and Winkelman, N. W.: Trans. Amer. Neuro. Assoc., 1925, p. 157. 
6. Mills, C. K.: Ibid, p. 171. 
7. Osnato, M., and Giliberti, V.: Arch. Neuro. and Psychiat. 18: 181, 1927. 
8. Vance, B. M.: Arch. Surg. 14: 1023, 1927. 
9. Berner, 0.: Virchow’s Archiv. 277: 386, 1930. 
10. Martland, H. S., and Beling, ©. C.: Arch. Neuro. and Psychiat. 22: 1001, 1929. 








XUN 








PARENTAL ATTITUDES AS OBSERVED IN CHILD GUIDANCE CLINICS 


BY FREDERICK ROSENHEIM, M. D., 
SENIOR ASSISTANT PHYSICIAN, CENTRAL ISLIP STATE HOSPITAL 


No emphasis is necessary upon the importance of observing the 
fundamental attitudes of parents towards their children brought 
for study and treatment to child guidance clinics. The attitudes of 
over-protection and rejection are often found to play important 
roles in the problems that come to light in the clinic. These atti- 
tudes, especially that of over-protection, have been given popular 
recognition as evidenced in the popular awareness of the spoiled 
child. The attitudes as seen in different cases vary quantitatively 
and in subtlety and complexity. Often they can be given immediate 
recognition in the very first utterances of the parents. At other 
times they can be only indirectly inferred. An attempt will be 
made to present the interesting phenomena mentioned by means 
of the following cases. (For purpose of disguise changes will be 
made in the names and other unessential details.) 


Case No. 1. Samuel Blair, aged 1214 was referred because he was timid, restless 
and easily gave way to tears in class. He disliked oral recitations and dreaded failure, 
although his work was always satisfactory and he was considered as being even better 
than an average student. His behavior was uniformly good. His mother considered 
him to be in poor physical condition and stated that he had been born with a double 
inguinal hernia. Because of this record that the mother supplied he was exempted from 
gymnasium class and was not permitted to take part in active play. As a result he 
did not mingle freely in his group 

A Terman test showed him to have an I. Q. of 112. He was a likeable boy, made a 
good impression, said he liked sports if he could only be permitted to indulge in them, 
that they did not tire him and that he never had experienced any discomfort or pain 
in his scrotum or inguinal regions. Physical examination was entirely negative. There 
was no hernia. 

His mother could not definitely confirm that he had had a rupture in infancy and 
admitted that there had been no sign of any later on. In spite of this she acted as 
though bilateral ruptures were present, preventing him from indulging in ordinary 
activities, kept him from other children whom she invariably designated as ‘‘rough’’. 
She frequently discussed his supposed condition in his presence and brought it to the 
attention of his teachers. In order to keep him in the house in the evenings she men- 
tioned her fear of kidnapers. Until his entry into school he had never had any com- 
panions. The mother had insight, admitted her over-protection, said she tied him to her 
apron strings and voluntarily confessed that he had had ‘‘too much mother.’’ 
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Here maternal over-protection, the basis of which was not un- 
covered had caused serious restrictions in the child’s activities, had 
hindered his socialization and undoubtedly was the cause of the 
symptoms he exhibited, timidity because of his lack of independence 
and restlessness because of lack of adequate outlets for motor 
energy. 


Case No. 2. Thomas Jones, aged 7, was referred because he was stubborn, disobedient 
and had temper tantrums both at home and in school whenever denied his own way. 
These traits came into prominence at the age of 414 after he was struck down by an 
auto. He was taken to a hospital where he was found to have a fracture of the right 
femur and pelvis. A few days later he developed measles and had to be transferred to 
a contagious hospital. Bilateral otitis media soon developed as a complication. Recovy- 
ered from his measles he was sent to a general hospital where he suffered an attack of 
appendicitis and had to be operated on. His recovery from all conditions from then 
on was rapid and uneventful. The entire period of hospitalization lasted several months. 

He entered kindergarten at the age of five, but did poorly and was only in the first 
grade which he was repeating at the age of seven. Reading occasioned him particular 
difficulty. Other difficultics mentioned were chronic constipation and enuresis since 
infancy which were gradually being overcome. 

Both parents considered Thomas as being a baby and complained that he was not 
manly enough. He had first begun to use his left hand and every effort had becn made 
by his mother to change him to right-handedness, but without any success so that at last 
he was left in peace to use his left hand by preference. 

Examination at the clinic revealed him to be in satisfactory physical condition. A 
Terman test indicated an I. Q. of 86. His reading age on the Gates test (given when 
he was 9) was almost two years behind his chronological age. He wrote with his left 
hand for which he had a definite preference and was right-eyed dominant. He was 
alert, active, normally spontaneous and likeable. 

His father, a mechanic, had been born in Sweden, received very little affection and had 
few educational opportunities. He was often made to work late mending fish nets. He 
determined that his boy should have the things he lacked. He often dreams of returning 
to Sweden with his son to revisit the scenes of his chilihood. 

The mother appeared inadequate, frankly admitted her inability to cope with the sit- 
uation, said she could not discipline Thomas because he was so protected and pampered 
by her husband. Her own school record was poor and she recalls having been slow in 
her work. 

Another child, Mildred, five years younger than Thomas, seemed entirely normal. 

Over-protection of Thomas by his father was very marked. He rocked him to sleep 
at night, insisted on having him sleep with him and they would usually sleep entwined 
in one another’s arms. He refused to consent to having Thomas sleep alone in a vacant 
room though he made no objection to the much younger Mildred sleeping there. In all 
disputes between Mildred and Thomas, Thomas was always right in his father’s eyes 
and it would be Mildred who would be whipped. He is not mean to Mildred, but she 
never figures in his dreams or aspirations as Thomas does. 
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In this case multiple factors have operated in the production of 
Thomas’ difficulties: A low I. Q., conflict over-handedness, asym- 
metry in eye and hand dominance, serious fractures and illness 
occurring in a short space of time, an inadequate mother whose 
I. Q. is also probably below 90 and an over-protecting father. 

The impression was gained that the father’s attitude toward 
Thomas had only been exaggerated after Thomas’ accident and 
illnesses and that these were seized upon by the father as a rational- 
ization for his attitude. Recommendations for Thomas to sleep by 
himself, to be accorded impartiality and no favoritism at home and 
to be allowed an independent emotional development were all 
blocked by the father’s over-protection, although this did diminish 
after sufficient clinic pressure. Here over-protection was present, 
not as a single factor, but in a complex of factors. 

Both cases presented showed the common tendency of parents 
to use real or imaginary ailments of their children to explain and 
legitimate their over-protection. They disguise their need for over- 
protecting the child by the fiction of the child’s special need for 
protection. 

Case No. 3. Frederick Smith, aged 814 years, was referred because of minor thefts 
of three years’ duration. Most of his stealing consisted of taking money from his 
mother’s purse, the usual amount being a dime, the largest amount three and a half 
dollars. Infrequently he took small sums from his father’s desk. With the money he 
brought toys for himself and his friends. He was an only child. Rejection was clearly 


manifested in the mother’s vehement remark early in the initial interview that if he 
stole again she would surely have him arrested. 

Examination at the clinic revealed him to be a very attractive, alert, bright boy with 
winning ways. He did not voluntarily allude to his stealing, admitted it on questioning 
but did not explain and rather tended to minimize. His physical condition was good. 
On the Terman test he rated an I. Q. of 132 and a mental age of 11 years 3 months. 
He was in the fourth grade at school and was considered an excellent student. 

Neither parent wished to have children and the pregnancy that resulted in Frederick’s 
birth was accidental. The mother dreaded the pains of childbirth and felt incapable 
of raising a child. After the birth she had no breast milk and could not feed him, so 
that he almost starved. The father felt that the child would take away some of his 
wife’s love, was jealous of him and practically ignored him entirely for the first three 
years. Mr. Smith is irritable, has no patience with Frederick and indulges in irritable 
outbursts which cause Frederick to fear him a little. Mrs. Smith is frigid sexually and 
perhaps on this account contributes to Mr. Smith’s irritability. Here rejection by 
both parents was marked. 


APRIL—-1935—a 
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It is quite common to find as in this history that the rejecting 
mother either had no breast milk, would not breast feed her child 
if she did have milk or that the breast milk if given did not agree 
with the child. This does not mean of course that when a mother 
is unable to breast feed her child it is necessarily because of her 
rejection of the child. 

When it was mentioned to Mrs. Smith that her boy had winning 
ways she said she knew it and had therefore warned all his teach- 
ers so that they would not be ‘‘taken in by it’’. She characterized 
Frederick as sneaky and nasty although no such impression had 
been created in any of his teacher or members of the clinic staff. 
Ilere, strikingly enough the child who is rejected is handsome, en- 
dowed with superior intelligence and with a pleasing personality. 
This is in contrast to the child who is rejected because of physical 
or mental defect or abnormality. 


Case No. 4. Frank Dowd, aged 12 years 3 months, was referred by his mother for 
commitment to a State school. She stated he had once been in Randall’s Island and 
that she could not care for him any longer at home because for about six months he 
had been stealing. In detail his stealing had consisted mostly of taking money in sums 
ranging from a quarter to ten dollars from his parents, his teachers, neighbors and 
stores. He had also stolen a watch. He would never admit these thefts and would try 
to extricate himself with lies when accused. When confronted by witnesses he would 
break down, confess and sob. He never gave any explanation for his stealing. He 
would use the money he stole occasionally to buy a toy for himself, but mostly to give 
to other boys or to buy things for them. Perhaps he did this to buy friends since he 
never had any except on such occasions. He was not liked in general by other boys 
and was solitary and lonesome. Sometimes he would buy a lamp for his mother 
or stockings for his sisters or similar small articles and explain that he had found the 
money in the street or that it had been given to him by a stranger. 

Another difficulty which distressed his mother a good deal was enuresis which had 
persisted since infancy with hardly any abatement. 

Mrs. Dowd’s father, Mr Hawkins, was a successful newspaperman. He was well to 
do, strict in his habits and inhibited. He died when Mrs. Dowd was 14. Her mother, 
Mrs. Hawkins, was a very domineering person who wanted to have Mrs. Dowd with 
her all the time and did not permit her to go to school until she was nine years old. 
Mrs. Dowd never remembers any intimacy between her parents and was never given 
any information by them about sex. Mrs. Dowd discontinued her schooling at 14 
although she was only in the sixth grade. She and her mother worked to support them- 
selves since the money that had been left by Mr. Hawkins soon disappeared. Mrs. 
Hawkins always complained about the necessity of her working and as time went on 
spoke more and more of her daughter’s duty to care for her to repay the care given 
her in her childhood. Once Mrs. Hawkins wanted her daughter to marry a much older, 
but wealthy man, but her daughter refused. Finally when she was 19 years old she 











FREDERICK ROSENHEIM, M. D. 283 


married Mr. Dowd two years her senior whom she had known for a few months. Mrs. 
Dowd gave two reasons for the marriage, one that she would be able to satisfy her 
mother since she could keep her in a better economic status, secondly to escape her 
mother’s dominance. The marriage turned out badly and Mrs. Dowd confessed that 
this was her fault. She found intercourse disgusting and repulsed her husband, would 
not even allow him to kiss her and even begged him to obtain sexual satisfaction from 
prostitutes. She feels that in part her attitude toward sex may have resulted from her 
parents inhibitions in sexual matters and her own almost complete ignorance at the 
time of her marriage. Mrs. Hawkins’ attitude had been that sex was shameful and 
that no reference should ever be made to it. Mrs. Dowd was frigid sexually. She had 
no interest in her home and spent much of her time in the movies. Mrs. Hawkins lived 
with the couple and dominated Mr. Dowd as she did Mrs. Dowd. As a matter of fact 
it was to Mrs. Hawkins that Mr. Dowd would turn over his salary every week. 

In time Mr. Dowd too began to lose interest in his home, worked irregularly, did not 
always contribute to the support of his family and there were numerous brief separa- 
tions between the couple. Two years after marriage Frank was born. He was entirely 
unwanted. His father was disappointed because he had wished for a girl. No fuss 
was made over him. Mrs. Hawkins hated him and made fun of him from the time she 
first saw him. He was breast fed only two months. The breast milk did not agree 
with him and he vomited frequently. He was an unhappy child and cried every night. 

When he was one and a half years old his mother had Mr. Dowd taken to court be- 
cause he was not supporting her. He worked very little and hardly ever saw Frank. 
He was sentenced to jail for six months. Mrs. Dowd left Frank at home to the tender 
mercy of his grandmother while she supported the family by working as a ticket agent 
in a subway station. In order not to be hampered in her housework by any possible 
toddling on Frank’s part, Mrs. Hawkins kept him tied to a chair all day. He was fed 
irregularly and insufficiently. 

His sister, Mary, was born when he was one and a half years old and the sister, 
Mildred, was born when he was four and a half years old. Both the girls were much 
brighter than Frank and at present are in their correct grades at school. They are 
well behaved. From the start they were the favorites of both parents and especially 
the grandmother and were given much love and affection. 

Frank’s development was retarded. He began to walk at two and to talk first at 
three and a half. Mary, who was then only two was able to talk much better than he. 

When Frank was three years old some neighbor reported him as an improperly cared 
for child to the & P. C. C., but no action was taken. At about that time, that is, when 
he was able to get around well he began his stealing. It consisted then of taking food, 
even uncooked from the ice box and eating it. This activity was confined to the night 
time because for one reason during the day he ccntinued to be tied to a chair much of 
the time. Mrs. Dowd’s own comment about Frank’s stealing was that he must have 
been hungry, that he was never given enough to eat and ‘‘ poor boy was not brought up, 
but dragged up.’’ Of course in his early years Frank had no opportunity of playing 
with other children or developing social grace and ease. 

When Frank was six his father allowed Mrs. Dowd to divorce him. Three weeks before 
the divorce she became acquainted with a Mr. Grange, the same age as she, to whom she 
felt a strong attachment, the only one of its kind she had ever felt. She fell really in 
love with him and a year after her divorce murried him. Frank was seven years old 











984 PARENTAL ATTITUDES AS OBSERVED IN CHILD GUIDANCE CLINICS 


then. He still remained at home and no thought apparently had been given to sending 
him to school. Mr. Grange was employed as a train man. With his wife he was gentle, 
understanding and sympathetic. Her attitude toward sex changed completely. She lost 
her excessive bashfulness, lost her frigidity and enjoyed her sexual relations with her 
husband. Mrs. Hawkins continued to live with the couple. When Frank was eight 
years old he was sent to school. He got along poorly in his work, could not make 
friends and apparently did not know how to get alung with other children. Mr. Grange 
adopted an understanding attitude toward all the children and was well liked by them. 
He saw to it that Frank was properly fed and Frank then soon ceased stealing from 
the ice box. 

After a few months Frank was removed from school and taken to Vanderbilt Clinic 
with the history as given by his mother of being backward and peculiar. He was sent 
to Randall’s Island where he remained until he was ten years old. His return to the 
family then was brought about by his grandmother who was seriously ill and wanted 
to see him. She died soon afterwards. At home Frank got along poorly. He wet his 
bed, was unsuccessful in school, did not have a single friend and then began to steal 
as already described. His sisters told him he was blackening their characters and Mr. 
Grange was chagrined because he felt he was being disgraced by Frank’s activities. 
Almost anything bad that happened in the neighborhood was laid to Frank’s door and 
he was called by the neighbors and other children, ‘‘a dirty crook.’’ 

Frank was a thin boy, fairly pleasant in appearance. He had very little to say, made 
no complaints and did not refer to any problems. In general he was natural in manner 
except that he smiled too infrequently. A Terman test showed him to have an I. Q. 
of 82. He was in the fourth grade. 

His mother and step-father no longer wanted him in the home and suggested sending 
him to a State school. No better picture of the mother’s attitude could be drawn than 
from her own words. She said Frank dreaded going to an institution because he was 
afraid he would never be brought back. She wanted him to go nevertheless and added 
parenthetically that she knew children were not treated well in institutions. She then 
continued to relate how she had told Frank that in an institution they would take better 
care of him, that it would be warmer there than in his own home, that his bed would 
be cleaner and finally that he would be given more to eat. 


Here we have a case of extreme rejection of a boy by father, 
mother and grandmother accentuated by their decent love and care 
for his two sisters. This accentuation was marked in addition by 
his intellectual inferiority to them. This same factor and the lack 
of opportunity he had had for social relationships caused his rejec- 
tion to proceed with him from home to school. Perhaps he tried 
to buy friends in school and love at the home by his stealing. This 
only caused his rejection to become more pronounced and to extend 
to his stepfather and throughout the neighborhood. 


Case No. 5. Eva Brown, aged 13 years 2 months, was referred because she was shy, 
reserved, over-sensitive, friendless and easily gave way to tears. The duration of the 
difficulty was seven years. 
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Physical examination at the clinic was negative. She was attractively dressed, pleas- 
ant featured, agitated and depressed. Her reaction to questions was to sob violently. 
On the Terman test she rated an I. Q. of 115. 

Eva’s father, a plumber had been wonderfully considerate to Mrs. Brown during his 
courtship of her, but soon after marriage underwent a decided transformation. He 
became very abusive to her and later to the children, neglected the family, frequently 
beat them, had episodes of violence, often accused his wife of infidelity. Sometimes these 
accusations were quite absurd, as when he said she was intimate with an old man of 75. 
On several occasions he was taken to court for non-support, but no satisfactory settle- 
ment or arrangement had ever been made. His rejection of his family was so extreme 
that for several years he had not uttered a single word to his children. He denied that 
they were his and called them all illegitimate. 

Eva’s mother had been brought up very rigidly, had been given no sex knowledge, 
had not been allowed to go out with boys, did not know where babies came from until 
she was about to have one herself and then she could hardly believe what fhe doctor 
told her. She was frigid sexually, but claimed that this had caused no difficulty between 
herself and her husband. For three years she had not permitted him to have inter- 
course with her. 

There were five other children besides Eva. Everlyn, aged 22, a public school grad- 
uate, worked as a telephone operator and was the chief support of the family. Edith, 
aged 20, a public school graduate, remained at home idle. Frank, aged 17, was in his 
second year of high school. Edward, aged 11, was in the fourth grade and Thomas, 7, 
was in the first grade. None of the boys were interested in girls and none of the girls 
interested in boys. They were all strongly attached to their mother and remained 
closely at her side. 

Mrs. Brown has over-protected her children. She has tried to be their sole companion, 
has kept them close to her, has warned them repeatedly about relations with the oppo- 
site sex, but has never given specific information. Eva, as also the other children, has 
been denied a free emotional development. The identification of the girls with 
the mother is very close and, like the mother they have given up men. They have 
accepted as their own their mother’s lot of bitter resignation. Mrs. Brown is attempt- 
ing to gain all her emotional satisfaction through her children, gives them all her love 
and demands all theirs in return. Eva in particular has been so closely guarded by 
her mother that she has not had opportunities to make any friends. 


In this case we have a father undoubtedly psychotic, violently 
rejecting his entire family. The mother psychosexually immature, 
unable to obtain emotional satisfaction from her husband turns to 
the children, guards them zealously, particularly against hetero- 
sexual relations, holding herself up to them constantly as an exam- 
ple. All the children are friendless, closely tied to the mother with- 
out interest in the opposite sex and none have been given sex 
instruction. 

Here rejection by one parent and over-protection by the other 
have operated concurrently. 
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It is quite common to find as in this history that the rejecting 
mother either had no breast milk, would not breast feed her child 
if she did have milk or that the breast milk if given did not agree 
with the child. This does not mean of course that when a mother 
is unable to breast feed her child it is necessarily because of her 
rejection of the child. 

When it was mentioned to Mrs. Smith that her boy had winning 
ways she said she knew it and had therefore warned all his teach- 
ers so that they would not be ‘‘taken in by it’’. She characterized 
Frederick as sneaky and nasty although no such impression had 
been created in any of his teacher or members of the clinie staff. 
Ifere, strikingly enough the child who is rejected is handsome, en- 
dowed with superior intelligence and with a pleasing personality. 
This is in contrast to the child who is rejected because of physical 
or mental defect or abnormality. 


Case No. 4. Frank Dowd, aged 12 years 3 months, was referred by his mother for 
commitment to a State school. She stated he had once been in Randail’s Island and 
that she could not care for him any longer at home because for about six months he 
had been stealing. In detail his stealing had consisted mostly of taking money in sums 
ranging from a quarter to ten dollars from his parents, his teachers, neighbors and 
stores. He had also stolen a watch. He would never admit these thefts and would try 
to extricate himself with lies when accused. When confronted by witnesses he would 
break down, confess and sob. He never gave any explanation for his stealing. He 
would use the money he stole occasionally to buy a toy for himself, but mostly to give 
to other boys or to buy things for them. Perhaps he did this to buy friends since he 
never had any except on such occasions. He was not liked in general by other boys 
and was solitary and lonesome. Sometimes he would buy a lamp for his mother 
or stockings for his sisters or similar small articles and explain that he had found the 
money in the street or that it had been given to him by a stranger. 

Another difficulty which distressed his mother a good deal was enuresis which had 
persisted since infancy with hardly any abatement. 

Mrs. Dowd’s father, Mr Hawkins, was a successful newspaperman. He was well to 
do, strict in his habits and inhibited. He died when Mrs. Dowd was 14. Her mother, 
Mrs. Hawkins, was a very domineering person who wanted to have Mrs. Dowd with 
her all the time and did not permit her to go to school until she was nine years old. 
Mrs. Dowd never remembers any intimacy between her parents and was never given 
any information by them about sex. Mrs. Dowd discontinued her schooling at 14 
although she was only in the sixth grade. She and her mother worked to support them- 
selves since the money that had been left by Mr. Hawkins soon disappeared. Mrs. 
Hawkins always complained about the necessity of her working and as time went on 
spoke more and more of her daughter’s duty to care for her to repay the care given 
her in her childhood. Once Mrs. Hawkins wanted her daughter to marry a much older, 
but wealthy man, but her daughter refused. Finully when she was 19 years old she 
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married Mr. Dowd two years her senior whom she had known for a few months. Mrs. 


Dowd gave two reasons for t] mar! re, e that she would be able to sat sfy her 
mother since she could keep her in a better « mic status, secondly to escape her 
mother’s dominance. The marriage turned out badly and Mrs. Dowd confessed that 
this was her fault. She found intercourse disgusting and repulsed her husband, would 
not even allow him to kiss her and even begged him to obtain sexual satisfaction from 


prostitutes. She feels that in part her attitude toward sex may have resulted from her 


narents inhibitions in sexual matters and her own almost complete ignorance at the 
time of her marriage. Mrs. Hawkins’ attitude had been that sex was shameful and 
that no reference should ever be made to it. Mrs. Dowd was frigid sexually. She had 
no interest in her home and spent much of her time in the movies. Mrs. Hawkins lived 


with the couple and dominated Mr. Dowd as she did Mrs. Dowd. As a matter of fact 
it was to Mrs. Hawkins that Mr. Dowd would turn over his salary every week. 

In time Mr. Dowd too began to lose interest in his home, worked irregularly, did not 
always contribute to the support of his family and there were numerous brief separa 
tions between the couple. Two years after marriage Frank was born. He was entirely 
unwanted. His father was disappointed because he had wished for a girl. No fuss 
was made over him. Mrs. Hawkins hated him and made fun of him from the time she 
first saw him. He was breast fed only two months. The breast milk did not agre¢ 
with him and he vomited frequently He was an unhappy child and cried every night. 


When he was one and a half years old his mother had Mr. Dowd taken to court be- 


cause he was not supporting her He worked very little and hardly ever saw Frank. 
He was sentenced to jail for six months. Mrs. Dowd left Frank at home to the tender 
mercy of his grandmother while she supported the family by working as a ticket agent 
in a subway station. In order not to be hampered in her housework by any possible 
toddling on Frank’s part, Mrs. Hawkins kept him tied to a chair all day. He was fed 
irregularly and insufficiently. 

His sister, Mary, was born when he was one and a half years old and the sister, 
Mildred, was born when he was four and a half years old. Both the girls were much 
brighter than Frank and at present are in their correct grades at school. They are 
well behaved. From the start they were the favorites of both parents and especially 
the grandmother and were given much love and affection. 

Frank’s development was retarded He began to walk at two and to talk first at 
three and a half. Mary, who was then only two was able to talk much better than he. 

When Frank was three years old some neighbor reported him as an improperly cared 
for child to the 8S. P. C. C., but no action was taken. At about that time, that is, when 
he was able to get around well he began his stealing. It consisted then of taking food 


even uncooked from the ice box and eating it. This activity was confined to the night 
time because for one reason during the day he evntinued to be tied to a chair much of 
the time. Mrs. Dowd’s own comment about Frank’s stealing was that he must have 
been hungry, that he was never given enough to eat and *“poor boy was not brought up, 
but dragged up.’’ Of course in his early years F'rank had no opportunity of playing 
with other children or developing Sor ial prace ai d ease. 

When Frank was six his father allowed Mrs. Dowd to divoree him. Three weeks before 
the divorce she became acquainted with a Mr. Grange, the same age as she, to whom she 
felt a strong attachment, the only one of its kind she had ever felt. She fell really in 


love with him and a year after her divorce murricd him. Frank was seven years old 
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then. He still remained at home and no thought apparently had been given to sending 
him to school. Mr. Grange was employed as a train man. With his wife he was gentle, 
understanding and sympathetic. Her attitude toward sex changed completely. She lost 


her excessive bashfulness, lost her frigidity and enjoyed her sexual relations with her 
husband. Mrs. Hawkins continued to live with the couple. When Frank was eight 
years old he was sent to school. He got along poorly in his work, could not make 
friends and apparently did not know how to get along with other children. Mr. Grange 
adopted an understanding attitude toward all the children and was well liked by them. 
He saw to it that Frank was properly fed and Frank then soon ceased stealing from 
the ice box. 

After a few months Frank was removed from school and taken to Vanderbilt Clinic 
with the history as given by his mother of being backward and peculiar. He was sent 
to Randall’s Island where he remained until he was ten years old. His return to the 
family then was brought about by his grandmother who was scriously ill and wanted 
to see him. She died soon afterwards. At home Frank got along poorly. He wet his 
bed, was unsuccessful in school, did not have a single friend and then began to steal 
as already described. His sisters told him he was blackening their characters and Mr, 
Grange was chagrined because he felt he was being disgraced by Frank’s activities, 
Almost anything bad that happened in the neighborhood was laid to Frank’s door and 
he was called by the neighbors and other children, ‘‘a dirty crook.’’ 

Frank was a thin boy, fairly pleasant in appearance. He had very little to say, made 
no complaints and did not refer to any problems. In general he was natural in manner 
except that he smiled too infrequently. A Terman test showed him to have an I. Q. 
of 82. He was in the fourth grade. 

His mother and step-father no longer wanted him in the home and suggested sending 
him to a State school. No better picture of the mother’s attitude could be drawn than 
from her own words. She said Frank dreaded going to an institution because he was 
afraid he would never be brought back. She wanted him to go nevertheless and added 
parenthetically that she knew children were not treated well in institutions. She then 
continued to relate how she had told Frank that in an institution they would take better 
eare of him, that it would be warmer there than in his own home, that his bed would 
be cleaner and finally that he would be given more to eat. 


Here we have a case of extreme rejection of a boy by father, 
mother and grandmother accentuated by their decent love and care 
for his two sisters. This accentuation was marked in addition by 
his intellectual inferiority to them. This same factor and the lack 
of opportunity he had had for social relationships caused his rejec- 
tion to proceed with him from home to school. Perhaps he tried 
to buy friends in school and love at the home by his stealing. This 
only caused his rejection to become more pronounced and to extend 
to his stepfather and throughout the neighborhood. 


Case No. 5. Eva Brown, aged 13 years 2 months, was referred because she was shy, 
reserved, over-sensitive, friendless and easily gave way to tears. The duration of the 
difficulty was seven years. 
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Physical examination at the clinie was negative. She was attractively dressed, pleas- 
ant f atured, agitated and depressed. Her reaction to questions was to sob violently. 
On the Terman test she rated an I. Q. of 115. 

Eva’s father, a plumber had been wonderfully considerate to Mrs. Brown during his 
courtship of her, but soon after marriage underwent a decided transformation. He 
became very abusive to her and later to the children, neglected the family, frequently 
beat them, had episodes of violence, often accused his wife of infidelity. Sometimes these 
accusations were quite absurd, as when he said she was intimate with an old man of 75. 
On several occasions he was taken to court for nom-support, but no satisfactory settle- 
ment or arrangement had ever been made. His rejection of his family was so extreme 
that for several years he had not uttered a single word to his children. He denied that 
they were his and called them all illegitimate. 

Eva’s mother had been brought up very rigidly, had been given no sex knowledge, 
had not been allowed to go out with boys, did not know where babies came from until 
she was about to have one herself and then she could hardly believe what fhe doctor 
told her. She was frigid sexually, but claimed that this had caused no difficulty between 
herself and her husband. For three years she had not permitted him to have inter- 
course with her. 

There were five other children besides Eva. Everlyn, aged 22, a publie school grad- 
nate, worked as a telephone operator and was the chief support of the family. Edith, 
aged 20, a public school graduate, remained at home idle. Frank, aged 17, was in his 
second year of high school. Edward, aged 11, was in the fourth grade and Thomas, 7, 
was in the first grade. None of the boys were interested in girls and none of the girls 
interested in boys. They were all strongly attached to their mother and remained 
closely at her side. 


Mrs. Brown has over protected her children. She has tried to be their sole companion, 
has kept them close to her, has warned them repeate lly about relations with the oppo- 
site sex, but has never given specific information. Eva, as also the other children, has 
been denied a free emotional development. The identification of the girls with 


the mother is very close and, like the mother they have given up men. They have 


accepted as their own their mother’s lot of bitter resignation. Mrs. Brown is att mpt- 
ing to gain all her emotional satisfaction through her children, gives them all her love 
and demands all theirs in return. Eva in particular has been so closely guarded by 


her mother that she has not had opportunities to make any 


I friends. 


In this case we have a father undoubtedly psychotic, violently 
rejecting his entire family. The mother psychosexually immature, 
unable to obtain emotional satisfaction from her husband turns to 
the children, guards them zealously, particularly against hetero- 
sexual relations, holding herself up to them constantly as an exam- 
ple. All the children are friendless, closely tied to the mother with- 
out interest in the opposite sex and none have been given sex 
instruction. 

Here rejection by one parent and over-protection by the other 
have operated concurrently. 
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There is considerable variation in the intellectual awareness par- 
ents have of their attitudes toward their children. Such awareness 
is not always of therapeutic assistance. This is borne out by the 
fact that some parents like Mrs. Dowd for example who readily 
admit rejection have done nothing to modify or diminish it. In 
the same way it is often of no help to make a parent aware of his 
attitude. Treatment which in this case must be directed in part 
towards the parents is difficult and not always satisfactory. Mrs. 
Dowd for example did not come for treatment of her attitude of 
rejection, but for the purpose of having her boy sent away. Often 
the parents are unwilling to come to the clinic in the first place and 
do so only on the urging of a nurse or teacher. Any approach to 
the core of the problem however guarded and careful is apt to cause 
them to break off relations with the clinie. 

Fortunately there are sufficient cases in which parents do modify 
their attitudes for the better so that one is not left with a pessi- 
mistic outlook. 








HEREDITARY AND ENVIRONMENTAL FACTORS IN THE CAUSATION OF 
DEMENTIA PRAECOX AND MANIC-DEPRESSIVE PSYCHOSES 


BY 
HORATIO M. POLLOCK, BENJAMIN MALZBERG AND RAYMOND G FULLER 


Cuapter IV (coneluded) 


Comparative Studies of the Prevalence of Mental Disease Among 
Relatives of Patients and Among the General Population 

In analvzing rates of mental disease among the relatives of his 
probands, Riidin treated dementia pracox as a well-defined unitary 
disease, rather than a possible group of diseases. This assump- 
tion was challenged by Bleuler in a comprehensive review of 
Riidin’s work.** Since the completion of Riidin’s analysis in 1913, 
the conviction has grown that dementia praecox represents several 
types of disorders differing from each other in causation, in de- 
velopment and in outcome. The hereditary aspects may therefore 
differ in the several types. The arguments as to the unitary or 
diverse nature of dementia precox have been examined at great 
length by Bruno Schulz, and he came to the conclusion that the 
available clinical evidence is insufficient to definitely establish 
either point of view.” He proceeded, however, to test the possibil- 
ity of varying degrees of family rates of mental disease in accord- 
ance with sub-groups of dementia precox by re-examining Riidin’s 
data almost two decades after the apearance of the latter’s mono- 
graph. He studied each of Riidin’s probands, and also used later 
data gathered by Hoffman, Lange and I. Weinberg. On the basis of 
the additional information, Schulz excluded 41 cases on clinical 
grounds, and was thus left with a total of 660 ‘certain’ cases of 
dementia precox. Schulz’s purpose was to group the probands 
into several classes and to compare the respective percentages of 
hereditary taints. He felt as a result of his study of the histories, 
that he was able to determine sub-groups of schizophrenia. His 
cases were grouped into 7 classes: hebephrenia, catatonia, paranoia, 
paranoia-hebephrenia, hebephrenia-catatonia, paranoia-catatonia, 
and a final mixed group. The 660 probands were distributed in 
numbers in accordance with the preceding classification as follows: 
dl, 127, 72, 46, 129, 108 and 147. The male probands exceeded the 
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females, the percentages being 55.6 and 44.1, respectively. The 
average age at onset of the disease was 27.1 years, ranging from a 
minimum of 22.2 years among the hebephrenies to 34.7 years among 
the paranoid group. The following table* summarizes the statistics 
of types of dementia precox in the several groups. 


SECONDARY CASES OF DEMENTIA PRA2COX, IN PER CENT, ACCORDING TO CLINICAL TYPEs 


AMONG THE SIBLINGS 








Secondary cases (in per cent) among siblings | Total 
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Hebephrenia-catatonia ..... ~ O55 1.1 (0.2) (0.2) 1.6 1.1 1.9 6.6 75 
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In general population ....... 0.08 0.22 0.08 0.04 0.09 0.14 0.18 0.85 





(Figures in parenthesis are based upon 1 case.) 

*Taken from Schulz, ibid, page 222. 

Among all groups combined there was a rate of 6.7 to 8.2 per cent, 
compared with an expectation of 0.85 per cent in the general popu- 
lation. It will be noticed that the expectation of each of the clinical 
varieties exceeds greatly that estimated for the general population. 
The lowest expectation is found among the siblings of the probands 
classified as paranoid-hebephrenia. In this group there was an 
expectation of from 4.9 to 5.6 per cent. This rate does not differ 
significantly, however, from that of any of the other groups, except 
the hebephrenic. Among the siblings of the probands in the latter 
group there was an expectation of 18.0 per cent. The experience 
of this group is very limited, however, and hence cannot be re- 
garded as significant. Thirty-three of the probands have 1 schizo- 
phrenic parent. Among the siblings of these probands there were 
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7.2 per cent of schizophrenics, compared with 6.7 per cent in the 
entire material. If doubtful cases are included, the percentage 
rises to 12.6, as against 8.2 in the entire material. 

Among the parents of the probands, who were 60 years of age 
or over, there was 1.9 per cent of senile dementia, compared with 
0.25 to 0.67 per cent in the general population. The siblings of such 
probands had 2.4 per cent of schizophrenics. 

Patients with no schizophrenic parents, but with one or more 
schizophrenic uncles, aunts, cousins, nieces, children, ete., included 
8.2 per cent of schizophrenics among their siblings. 

Schulz’s reexamination of Riidin’s material, therefore, corrobor- 
ates the existence of a much higher rate of dementia preecox than 
that expected in a random sample of the general population. It 
also shows that the comparisons hold for all the clinical varieties 
of dementia precox. 

Schulz also studied the hereditary relations of patients with psy- 
choses with cerebral arteriosclerosis.** His probands consisted of 
100 such patients, who had 208 siblings. Among the latter he 
found 1 case of dementia precox, 1 of aleoholie psychosis, 3 with 
general paralysis or cerebral syphilis, 1 of arteriosclerosis, 6 of 
senile psychoses or psychoses with cerebral arteriosclerosis, 1 case 
of imbecility, 5 psychopaths, 2 undiagnosed psychoses and 2 cases 
of alcoholism. Among the siblings Schulz found a corrected expec- 
tation of 3.0 per cent for psychoses with cerebral arteriosclerosis. 
In the senile psychoses he found a corrected expectation of 3.5 per 
cent, compared with 2.0 per cent among the general population. 
Among the siblings of patients with senile dementia, he found, 
however, 11.0 per cent. Among the siblings of the arteriosclerotic 
probands, he found less general paralysis, manic-depressive psy- 
choses, dementia precox and epilepsy than in the general popula- 
tion. On the other hand, he found more eases of psychopathy, sui- 
cide, and psychoses associated with advanced age. Deaths from 
arteriosclerosis and apoplexy were twice as frequent as in the gen- 
eral population. 

Gengnagel™ studied the incidence of mental disease among the 
children of schizophrenics. His material consisted of 44 probands 
from the Bavarian Hospital at Eglfing. His principle of selection 
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was such that the probands were of a sufficiently advanced age to 
permit of having grown-up children. He obtained histories of 197 
children, among whom he found 8 schizophrenies, 10 ‘eccentrics’, 3 
undiagnosed psychoses, and 11 otherwise abnormal. His expecta- 
tion (corrected) for dementia precox was 8.33 per cent. 

Oppler® investigated the direct descendants of 109  schizo- 
phrenies in Schleswig. He found more than half the children ab- 
normal in some respect. There was a corrected expectation among 
them of 9.7 per cent with respect to dementia precox. Among 
grandchildren he found a corrected percentage of 2.72. He also 
found a rate of 2.2 per cent of epilepsy among the children. Oppler 
considers his results well in agreement with those for Bavaria. 

Schulz** studied the expectation of mental disease among the 
nephews and nieces of schizophrenics. He selected as his probands 
all the cases of dementia precox seen in the Psychiatrie clinie in 
Munich, among whose siblings one might expect descendants aged 
20 years and over. Among the latter, constituting the nephews and 
nieces of the original group of schizophrenics, he obtained a cor- 
rected rate of 1.4 per cent for dementia precox. Among the sib- 
lings themselves Riidin had obtained a corresponding rate of 5.35 
per cent. 

Walker?’ studied the incidence of mental disease among the sib- 
lings, nephews and nieces of 47 probands with dementia precox in 
Basel. These probands had 283 siblings, among whom he found a 
‘corrected’ expectation of 2.68 per cent with respect to dementia 
precox. If 2 doubtful cases are included the expectation rises to 
4.70 per cent. He also traced 401 nephews and nieces and 516 
greatnephews and greatnieces. He concluded that the expectation 
of mental disease among siblings is less than that of children and 
greater than that of nephews and nieces of probands; that the ex- 
pectation of the latter is less than that of the grandchildren; that 
nephews and nieces have a corrected expectation of 2.25 per cent 
for dementia precox; grandnephews and nieces have an expecta- 
tion of approximately 0.84 per cent (no correction for age was pos- 
sible). The latter is comparable with that of the general popula- 
tion. 

A similar investigation was made by Konstantinu® on the basis 
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of material collected in Thuringia. He found corrected expecta- 
tions for dementia pr@ecox ot 4 54 tor siblings, 1.60 for nephews and 
nieces, and 0.78 for grandnephews and grandnieces. 

Berlit”® studied the incidence of mental disease among the rela- 
tives of 225 patients diagnosed as psychopathic in the Psychiatrie 
clinic in Munich. He found the following expectations. For demen- 
tia precox: the siblings had a corrected rate of 2.1 per cent, and 
parents 1.4 per cent, compared with a rate of 0.85 per cent in the 
general population. For manic-depressive psychoses, siblings and 
parents of the probands had corrected rates of 1.2 and 1.0 per cent, 
respectively, compared with a norm of 0.41 to 0.52 per cent. 

Banse® studied the expectation of mental disease among the 
kindred of 85 probands with manic-depressive psychoses. He com- 
pared expectation among cousins with those for the siblings and 
parents of the probands. His principal results were as follows: 
Among the siblings and parents he found corrected expectations 
of 9.03 and 4.58 per cent, respectively, for manic-depressive psy- 
choses. Among the cousins he found an expectation of 1.22 per 
cent. He found suspected cases of manic-depressive psychoses 
which gave additional expectations of 9.03 per cent among sib- 
lings, 7.19 per cent among parents, and 2.44 per cent among cousins. 
In addition he found 3.8 per cent of cycloid temperaments among 
the siblings, 5.23 per cent among parents, but only 1.49 per cent 
among cousins. The expectation for schizophrenics was 0.4 per 
cent among siblings, 0.62 per cent among parents, and 1.51 per 
cent among cousins. Banse compares these expectations with cor- 
responding results for the kin of schizophrenie probands. Among 
the latter he found a combined expectation of 14.53 per cent among 
siblings for manic-depressive psychoses and eyeloid personality, 
compared with 12.63 per cent among parents and 6.41 per cent 
among cousins. The siblings had an expectation of 7.2 per cent for 
schizophrenia, compared with 1.93 per cent among patients and 1.44 
per cent among cousins. 

Irma Weinberg” gave data for the expectations among cousins 
of 54 schizophrenics seen in the Munich Psychiatrie Clinic. She 
concluded that psychoses were 2.8 times as frequent among the 
siblings of such probands as among cousins. In the ease of demen- 
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tia precox the expectation of the siblings exceeded that of the 
cousins in the ratio of 4.5 to 1. On the basis of corrected rates, the 
eousins had an expectation of 1.87 to 1.44 per cent for dementia 
preeox, and an additional expectation of 1.2 per cent for psychoses 
which might be dementia precox. 


The results of the preceding investigations are in conformity 
with those for New York State, in showing that the frequency of 
mental diseases among the close relatives of patients with mental 
disease exceed that of the general population. They also disclose 
that the frequency of mental disease within a family stock increases 
with the severity of tainting among the ancestors, and that the 
closer the degree of relationship to the proband, the greater is the 
frequency of mental disease. The conclusion from such data ap- 
pears inescapable, that there is a familial basis for certain forms 
of mental disease, especially in the case of dementia precox and 
the manic-depressive psychoses. 

The German investigators have not been content to rest with 
such general results, but have been indefatigable in their efforts 
to find specifie laws of heredity capable of describing the transmis- 
sion of mental diseases. The impulse to such analyses may be de- 
rived from a monograph by Riidin* which appeared in 1911, and 
described Mendelian modes of inheritance in general, and suggested 
their specific application to dementia precox and manic-depressive 
psychoses. An early study of this type was that of Wittermann,® 
who attempted to discover Mendelian ratios among the siblings of 
patients with dementia precox. A more ambitious effort was that 
of Boven,** who applied Mendelian methods of analysis to the sib- 
lings of two groups of patients, one with dementia precox, the 
other with manic-depressive psychoses. The most elaborate study 
of Mendelian inheritance in relation to dementia precox is that of 
Riidin.*® This study, because of the thoroughness and ingenuity of 
analysis, easily stands out as pre-eminent in its field. It illustrates 
Riidin’s determined efforts to wrestle with facts of a very compli- 
eated nature, in order to discover underlying laws. 

It may be stated at once that no investigator has been able to 
establish the existence of ratios in conformity with the require- 
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ments of simple Mendelian inheritance. Riidin’s result for the case 
in which both parents were latent dominants with respect to mental 
disease, was 4.48 per cent of dementia precox among the siblings, 
and an additional 4.12 per cent of other psychoses, a combined per- 
centage of 8.6.°° The theoretical requirement is 25 per cent. Riidin 
admitted that such percentages are inconsistent with Mendelian re- 
quirements. Boven’s results likewise varied widely from the theo- 
retical requirement*’. Objection was speedily raised against the 
validity of Mendelian interpretations of the transmission of men- 
tal disease.** But Riidin was discouraged neither by the results 
nor by the criticism. He restated his position as follows in 1922: 

‘*Since mental functions are dependent upon a bodily founda- 
tion, on a central nervous system and on other organs of the body, 
its anlage must belong to the same laws of inheritance as all other 
anlages. Human inheritance cannot be fundamentally different 
from that of the animal kingdom. It is therefore self-evident that 
the biologically disposed psychiatrist must try to apply the results 
of the experimental study of heredity to his field.’’** 

And again: ‘‘A once well-known writer has concluded that psy- 
choses are indeed inherited, but not according to the laws of Men- 
del. He should rather have said that methods and material are 
not yet sufficient for the demonstration of such laws. In accord- 
ance with what laws should they be inherited, if not in accordance 
with those of Mendel? Psychiatry cannot lead biology. On the 
contrary, experimental biology must be the director.’’*° 

It is difficult to express agreement with such an approach to the 
problem. To adopt a working hypothesis, if, of course, an indis- 
pensable tool of analysis. But to assume a priori that the hypo- 
thesis is necessarily correct, and that we must therefore find the 
supporting evidence at all costs, is a highly dangerous procedure. 
It inevitably colors the interpretation of the facts. Thus, though 
Riidin and his school have abandoned the theory of simple Men- 
delian inherianece, they hold to some form of dihybridism. This is 
based upon the fact that frequency of mental disease found among 
the offspring of parents of the type DR x DR appears to be consist- 
ent with the theoretical requirement of a ratio of 1/16. This idea is 
also developed at great length by Hoffman,“ Zoller*® and Wimmer“, 
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on the basis of family data, also concluded that dementia preeox 
is recessive and that its mode of inheritance is that of a dihybrid 
character. Further confusion arises from the conception of Kahn 
who, on the basis of a very limited number of cases, concludes that 
the schizoid character or temperament is a dominant trait, whereas 
schizophrenia itself is recessive.“* The theoretical objections to 
such schemes, however, are grave. In the first place, it is now 
known that the inheritance of even so simple a trait as coat-color 
in animals is dependent upon the joint effect of many factors. Is 
it likely then, that so complex an organ as the human mind can be 
explained merely on the basis of dihybridism or even trihybridism? 
Assuming the validity of a Mendelian explanation, the number of 
factors necessary to explain the statistical results are likely to be 
exceedingly numerous. In the second place, concordance of statis- 
tical results with theory is not in itself a complete and sufficient 
demonstration of the theory. There must be reasoning of a clinical 
or physiological nature which establishes the basis for such a con- 
cordance, other than that derived from chance. It thus appears, 
that whereas the existence of a familial basis for dementia precox 
and the manic-depressive psychoses is evident in many cases, there 
is not yet sufficient evidence to warrant a description of such trans- 
mission in any exact biological language. 
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A Textbook of Medical Psychology. By Ernst KretscuMer, M. D., 


Professor of N 


logy and Psychiatry in University of Marburg. 
Translated by E. B. Strauss, M. A., M. D. Price $5.00. Oxford Uni- 


versity Press, 1934. 


sAveuro 


It has become recognized that the medical man especially needs a knowl- 
edge of the principles underlying normal and abnormal psychology. In 
fact, medical psychology is becoming recognized as the ‘other half’ of medi- 
cine itself. Kretsehmer’s work does not pretend to be a finished system, but 
rather a framework eapable of indefinite expansion to inelude any new 
relevant contributions; it is a compendium of empirical facts and observa- 
tions derived from many fields—anatomy, physiology, neurology, biochem- 
istry, psychiatry, biology, anthropology, epistemology, psychoanalysis, folk- 
psychology, aesthetics, and many other sources—systematically arranged so 
as to throw light on the problems of human thought, feeling and conduct, in 
health and disease. The work will fill a real gap in medical literature. 

The necessity for psychological instruction of medical students and prae- 
titioners is becoming more generally recognized in recent years. Hence 
there is a real need for a psychology derived from and applicable to the 
science and practice of medicine, as well as extended to interests of ethies, 
aesthetics, and the evolution of the life of the race, in such way as to effect 
a synthesis between a science of medicine and a true science of mind. Medi- 
eal psychology can draw no hard-and-fast line between normal psychology 
and psychopathology ; the same primal mechanisms are constant and recur 
rent in both. But emphasis is naturally put on the things of greater prac- 
tical importance for the physician—the psychology of neuroses, psycho- 
pathy, hysteria, and the milder borderline conditions associated with schizo- 
phrenia and paranoia. Kretschmer accordingly devotes most space to the 
affectivly dynamie aspects of medical psychology; consideration of emo- 
tional, instinctual, and volitional activities are given priority over the 
higher intellectual functions which are only sketchily outlined. 

Medical psychology is hardly more than 20 years old; hence the facts are 
largely in a fluid state and, since only a small fraction of the doctrines are 
universally accepted, controversial matters cannot be avoided. This situa- 
tion is evidenced in the strife over the exaggerated claims of psychoanalysis. 
Kretschmer treats this subject guardedly, but recognizes that it has given 
rise to some concepts of importance and has real value in some relations. 


APRIL—1935—H 
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Doubtless one of the most important features of this book for the practi- 
tioner is Part V, which deals with practical medical psychology. This 
gives detailed instructions in how to make psychological diagnoses and ree- 
ords of eases, including the psychology of testimony, suggestive questions, 
intelligence testing and experimental methods, and the construction of psy- 
chobiograms. This part also contains a brief treatment of psychotherapy, 
in which is presented: (1) Suggestion methods, including treatment in a 
single sitting; concealed suggestion; hypnosis; indications; analysis; sug- 
gestions; and re-education; (2) psychogogie methods, including isolation 
and discipline; persuasion and habituation; work and rest; (3) psycho- 
analytical methods, including exploration by conversational methods; word 
association tests; Freudian analysis; cathartic method; Rorschach method. 

Part I of the book treates of the chief psychic functions and their anat- 
omical and physiological basis. Part II concerns the psychie apparatus and 
its evolution. Part III includes instinct and temperament, and is perhaps 
the most valuable section of the work from the standpoint of medical psy- 
chology. Part IV concerns personality and reaction types, and is perhaps 
almost of equal value to any other part of the book to the medical student 
and practitioner. On the whole, the text is an excellent one—the best of 
which the reviewer happens to have any knowledge—but it seems probable 
that it presupposes a considerable knowledge of fundamental psychology 
on the part of the student in order to read it intelligently and with full 
understanding of its doetrine and significance; with this precondition pres- 
ent, the work is scientifically instructive and practically of great value. 

Psychology is perhaps the most baffling of subjects. Kretschmer’s dis- 
cussion of the nature of the psyche, of the ego and non-ego, or of mind and 
matter, that mysterious frontier zone between body and mind, exemplifies 
the bewildering nature of the subject. He defines soul or psyche as direct 
experience, rather than a something that experiences; all that can be termed 
psyehical, or indeed every experience, is generated by interaction of the ego 
and the non-ego, in that the ego can derive its activities from the external 
world, and ean itself activate the non-ego. To these two kinds of processes 
may be added affectivity as a third group of psychic phenomena; affectivity 
comprises everything that accrues to the ego from the psychical process in 
the nature of feeling-tone, passing from simple sensory impressions and per- 
ceptions through abstract imagery and reflection to decision and motor 
impulse, that is, all evaluations and the stimuli arising out of them. 

It is also observed that interest in cerebral physiology is being transferred 
from an exclusive preoccupation with the cortex to the study of the brain- 
stem with special consideration of the great basal ganglia and the functions 
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of the central gray matter, which has naturally reacted specially on the 
theories of psychophysical relations; that is, certain primary, essential fune- 
tions concerned with the personality and the life-processes in general, such 


as consciousness, instinet, affectivity, are physiologically represented not so 


much in the cerebrum as in the region of the brain-stem. It is possible, 
however, that thalamie and brain-stem phenomena, as observed by Head 


ly misinte rpreted ; at most, it can only be said 


and others, may be entir 
that thalamie theory is as yet purely hypothetical, but may have a certain 
heuristic value. In general, the function of the nervous system is certainly 
a profound secret; in no ease are we able to deduce from the neural facts 
the concomitant psychieal facts 

There is much that is controversial in the facts of fundamental psycho- 
logical theory, and in these relations we cannot say that Kretsehmer makes 
any illuminating contributions. The fundamental value of his book is in 
relation to discussion of the special psychopathological problems; in these, 
he has treated the several phenomena with the very best scientifie consider- 
ation that is possible with our present knowledge. To the reviewer, it appears 
that Kretschmer’s Medical Psychology is a work that every student and 


yractitioner of medicine would find of indispensable value. 
I 


GEORGE S. PAINTER, 
New York State College. 


Mental Health. By Frank E. Howarp, Ph. D., and Freperick L. 
Patry, M. D. 17 chapters, 551 pages. Harper & Brothers Publishers, 
New York and London. Price $2.50. 

This book covers the field of mental hygiene in a conservative manner. 
It is written, as far as possible, in non-technical language, and its usefulness 
is therefore not confined to those especially trained in psychiatry or psy- 
chology. For those uncertain of the meaning of some of the terms used, 
there appears, in the back of the book, a glossary of technical terms. The 
book is dedicated to Adolf Meyer, professor of psychiatry, Johns Hopkins 
University, and reflects his thought in the field of mental hygiene. The 
writers are interested particularly in school children, and considerable time 
is devoted to methods of diagnoses and treatment in the schools. The volume 
devotes considerable space to the discussion of the mental attitudes which 
prevent or promote healthy-mindedness. 


J. L. TOWER. 
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Crime, Law and Social Science. By Jerome MIcHAEL and Mortimer J, 
ApLER. Harcourt, Brace and Company. New York. 1933. 

This book includes the greater part of a report presented on behalf of 
Columbia University to the Bureau of Social Hygiene. The latter organiza- 
tion requested President Butler to direct an investigation into the desirabil- 
ity of establishing an institute of criminology. The investigation was car- 
ried out by Professors Michael and Adler for the School of Law of Columbia 
University. 

As a preliminary to the final recommendations the authors directed an 
intensive investigation into the status of criminology as a science. This 
analysis, through a chain of logical reasoning, lead to a study of the bases 
of scientific reasoning. As a result of such deductive reasoning it was con- 
cluded that criminology does not as yet represent a science. This conclusion 
was re-enforced through an examination of scores of researches into the 
anthropometric, psychological, and social characteristics of criminals. The 
analysis of these studies is almost devastating, and clearly indicates the low 
level of much which passes for scientific research jn this field. 

The authors conclude that though a science of criminology cannot be said 
to be in existence, there is a possibility of creating such a science. Fur- 
thermore the social necessity for action based upon knowledge requires that 
such a science be developed. They therefore recommend that an institute be 
established for the purpose of developing a science of criminology. The 
growth of such a science depends in turn upon the development of sociology 
and psychology, since all behavior—of which criminal behavior is only one 
aspect—depends upon forces studied in these two domains of knowledge. 
sut these sciences themselves are in the first process of development, conse- 
quently the growth of a science of criminology is dependent upon the estab- 
lishment of the two parent disciplines. In the meantime, however, it is pos- 
sible to conduct independent research in criminology through a study of the 
criminal and his characteristics and through a study of criminal procedure. 

Readers interested in learning how such researches should be carried 
out will probably not receive much direct enlightment from this book. They 
will learn, however, the necessity for rigorous thinking and preparation in 
scientifie methods and will unquestionably be encouraged to pursue studies 
along lines which are of fundamental significance to research in all fields 
of social science. Those interested in problems in logic and scientifie method 
should not fail to study this book carefully. 


MALZBERG. 
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A Textbook of Psychology. By Maupr B. Muss, R. N., A. M. 469 
pages. W . B. Saunders Company, Philadelphia. 

This work is a new edition of the author’s well-known textbook of psy- 
chology for nurses and has brought the subject thoroughly up to date. The 
book opens with a discussion of the value of psychology to the nurse and 
the practical application of its principles in her everyday contact with her 
patients, as well as its value in enabling her to understand her own reac- 
tions. There follows an outline of the principles underlying the various 


‘ 


modern ‘‘sehools’’ of psychology, with especial emphasis on the so-called 
‘reaction hypothesis’’. This hypothesis assumes that all behavior, inelud- 
ing mental activities and complex emotional reactions, are in response to 
definite stimuli. These stimuli may come from the body, as well as from 
the physical and social environment, and create the ‘‘situation’’ which de- 
termines the type of behavior response. 

The main body of the book is taken up with a description of the behavior 
mechanism and a description of how this mechanism operates to produce 
integrated behavior. A great deal of abnormal psychology is woven into 
the text and particular emphasis is made of the point that every patient 
must be considered as reacting in an abnormal way, even though the illness 
is thought to be purely a physical one. Specific examples are given of vari 
ous situations which may arise and of how the nurse ean, by her knowledge 
of psychology, strive to create a different attitude on the part of her patient. 

Considerable space is given to the possible influence of the endocrines on 
behavior and the results of recent research in this field are outlined. 

There is also included a chapter on ‘‘intelligence’’ with an outline of the 
various psychometric tests in common use, a chapter on the ‘‘ psychology of 
learning’’ and an entirely new one on the ‘‘psychology of personality’’. 

Of particular value to the student interested in psychiatric nursing is the 
chapter on mental disorders and mental hygiene. It is particularly com- 
mendable that a textbook of psy chology for nurses should inelude these sub- 


jects, for without a knowledge of the abnormal reactions possible in her 


patients, no nurse can be considered to have a well-rounded education. 
At the close of each chapter is a set of review questions and tests as well 
as a bibliography covering the subject matter included in the chapter. 
The book is well written, develops the subject in a logical but not too 


technical way and can be heartily recommended as a textbook for nurses. 


E. H. MUDGE., 
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General Experimental Psychology. By Artnuur G. Bu1s, Assistant 
Professor of Psychology, University of Chicago. Price $4.00. Long- 
mans, Green and Co. 

This book aims to encompass a somewhat wider subject matter than has 
heretofore been included in experimental textbooks, yet it confines its treat- 
ment to subjects related to adult, human, normal psychology, to the exclu- 
sion of all else, and even in this field the choice of material presented under 
the various topics is adequate but by no means intended to be exhaustive. 
The newer material pertains specially to the rapidly expanding fields of 
experimentation in learning and memory, and work and fatigue. 

This book may be ealled a better experimental psychological text. Of 
primal importance is the fact of better organization ; thus in investigation of 
the senses, the author proceeds to study 1) physical stimulus, 2) physiologi- 
cal organs, 3) psychical qualities—-of each sense in turn. This organization 
makes for comprehensibility, in that the subject under discussion is clearly 
differentiated and not confused with other matters. The book is divided 
into five parts: Part I treats sensory processes; Part II deals with percep- 
tual process; Part II], with learning and memory ; Part IV, with association 
and thought; Part V, with work and fatigue; and Part VI, with emotional 
and affective processes. An appendix presents the technique of statistical 
methods and psychophysical methods in experimental psychology. 

The author follows the popular movement in classifying psychology 
among the natural sciences—the biological group—yet recognizes that ex- 
planatory laws have to be expressed in terms of hypothetical noumenal 
concepts, such as matter, energy, and others. He rightly observes, however, 
that many data of psychology are doomed to remain on the descriptive 
level entirely, until some radically new basie neuro-physiologieal hypothesis 
has been evolved; in fact, we may better say that it must remain there until 
some hypothesis is verified. 

Concerning the completely mechanistic processes of psychology, Bills 
rightly observes, ‘‘eertainly it is only by the loosest analogy that a living 
organism can be spoken of as a machine.’’ He also indulges in a critique 
of the introspective and inspective observational methods, and justly reduces 
the distinction between them, showing that the claims of objective observa- 
tion as being the exclusive method in psychology is erroneous, and that 
there are certain kinds of processes in which the introspective observation 
of one person at a time is the only possible method. ‘‘In fact, when all 
irrelevant trappings are removed, it is evident that the only truly unique 
feature in certain psychological observations is the fact that they are 
self observations’’ 
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sills has brought together in orderly form the experimental data relative 
to visual and auditory sensation in as complete a manner as we have thus 
far seen. Yet some points seem to be open to question; thus it is said, that 
red is redder than the yellow is yellow, that is, there is saturation differ- 
ence in the two colors. It seems to us very doubtful if this comparison is 
valid; saturation properly means only the reddest red, or the yellowest yel- 
low, not simply that one contains more of the brightness element in it than 
the other. Each hue may be said to have its own unique saturation, as 
distinguished from tints of shades of the same color. The color triangle, 
also, is constructed differently by almost every different psychologist; that 
given by Bills can hardly claim validity over against other theories. The 
correlation of all the visual properties has probably never yet been achieved. 
The statement, ‘‘The monochromats have colorless vision,’’ is unintelligible 
to the reviewer; the fact is, the monochromat sees all things in one color, 
the spectrum appearing as a series of grays outside this one color. The 
author’s discussion of visual theories seem to bring us no nearer final ade- 
quate solution of the problem. ‘The discussion of pereeption is confined 
largely to experimental data on space and time perception with extensive 
exemplification. 

The problem of learning is acknowledged to be largely in a speculative 
stage. The theories based on hypothetical properties of the synapse, low- 
ered resistance, retentiveness of tissue, and the like, and those which imply 
neurogram patterns of some sort, are characterized as logical necessities of 
thought rather than empirical facts. It is now claimed by many neurolo- 
gists that there is no synaptieal junctions of neurons, but that there is 
syneytial or continuous structure of the neurofibrils; on this basis, the synap- 
tical theory of learning is wholly untenable. Lashley explicitly says that 
there is no known function of the physiological synapse. The evidence 
against strict localization applies also to the synapse theory; credibility of 
the synapse theory is contradicted by the fact that the modifications in 
synaptie resistance following learning is spread wide into tracts quite 
other than those involved in the original performance. The truth is, that 
all neural theories of learning are purely hypothetical and unverified ; they 
are purely imaginary explanations, yet texts in psychology abound in this 
kind of speculations. 

It is impossible in a brief review to treat a work of this kind in detail. 
The present work is generally impartial in presenting every leading theory, 
and generally without critical bias. The material is well organized, exten- 
sively illustrated, and we believe will prove to be an excellent text as well 
as Suggestive guide in the conduct of any course in experimental psychology. 

GEORGE S. PAINTER, 
New York State College. 
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The Physical and Mental Growth of Prematurely Born Children. 
By Jutrus H. Hess, M. D., George J. Monr, M. D., and PHYLLIs 
BaRTHELME, Ph. D. 449 pages. Price $5.00. University of Chicago 
Press, Chicago, Ill. 

This monograph is one of the publications sponsored by the Behavior 
Research Fund. It reports in detail the results of elaborate and painstak- 
ing research work on what is probably the largest group of premature chil- 
dren ever studied. The volume is divided into three parts. The first see- 
tion, by Dr. Hess, professor of pediatrics at the University of Chicago, con- 
sists of a clear and interesting account of the organization and operation of 
the Premature Infant Station where the data for the studies were accumu- 
lated. The station was established at the Sarah Morris Hospital of the 
Michael Reese Hospital in Chicago in May, 1922. From its opening until 
1933, 1,722 premature and immature infants were cared for. Of these, all 
but 26 were admitted to the institution, which has a capacity of 25. Many 
survivors were carefully followed up and a large number attended an after- 
eare clinic for ‘‘graduates’’. Dr. Hess describes the type of care and neces- 
sary equipment for these infants, and stresses the necessity for the preven- 
tion of thermal shock in the first few hours of life. He noted a decrease 
in mortality from year to year in infants born in the home and transported 
to the hospital. It was felt that this was due partly to inereased protection 
offered by a special hand ambulance, though education of physicians or 
parents was also considered important as it led to earlier contact with the 
station. 

Dr. Hess gives figures on etiologic factors influencing early termination 
of pregnancy in 844 cases. The most common single cause was multiple 
pregnaney, which accounted for 372 cases of premature delivery. Toxaemia 
of pregnancy was the etiologic factor in 125 eases, and syphilis the chief 
cause in 109 cases. Placenta previa, prenatal trauma and maternal tuber- 
culosis were less frequent factors. 

A full discussion of foetal mortality and morbidity is presented. Among 
the infants studied there were 488 deaths and 386 autopsies. 


Atelectasis 
and intra-cranial haemorrhage caused most deaths; bronehopneumonia, 
otitis media and enteritis also accounted for a number. Individual reports 


with autopsy findings : 


re given in many cases. Congenital defects were 
recorded in relatively few instanees. Congenital heart lesions were found 
in only 15 of the 386 infants examined post-mortem. Other defects such as 
cleft palate, club feet, and hydrocephalus occurred even less often. 

Dr. Mohr, formerly director of the Pittsburg clinic, and now of the Uni- 
versity of Chicago, and Miss Barthelme, who is psychologist of the Cook 
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County Juvenile Court and research psychologist of the Institute for Juven- 
ile Research, are co-authors of the second part of the book. This section is 
perhaps the most interesting to the psychiatrist as it deals with the mental, 
as well as the physical development of prematurely born children. An enor- 
| 


mous amount of work was done, but for statistical analysis the material was 


limited to findings in 250 premature children. Results were compared with 
similar studies on 152 siblings. The ages of the children whose mental 
growth was investigated ranged from 1 to 7 years. The authors feel that 
a sufficient number of examinations were made to assure reliable conclu- 
sions, though they admit the limitations of psychological examinations for 
young children. The tests used were the Gesell development schedule, the 
Kuhlmann Binet and the Stanford revision. Elaborate charts, graphs and 
tables correlate the mental and physical growth of the premature group 
with the birth weight, the sex, twin birth, certain types of illness of the 
mother 


n pregnancy, and other factors. Comparisons are made between 
the mental development of the premature children and their full-term sib- 
lings. While a tendency is noted for the mental growth eurves of the pre- 
mature group to fall below those of the full-term children, the authors feel 
that this is due to the fact that a comparatively large number of the pre- 
mature children showed signs of intracranial haemorrhage at birth. No 
definable differences can be noted in the mental-growth curves of those 
prematurely born who were not diagnosed as having intra-eranial haem- 
orrhage at birth, and the mental-growth curves of the sibling and standard- 
ization groups. ‘‘ This observation further substantiates the conclusion that 
the mental development of prematurely born children, except for those in- 
jured at birth, differs in neither rate nor amount from the development of 
full-term children.’’ Developmental histories indicate that the premature 
children talked as early as their siblings, but speech defects, stuttering espe- 
cially, were more common. It is also noted that the prematurely born chil- 
dren are more frequently dependent on their mothers and less self-reliant 
socially than the control group. 

The third section of the book is made up of contributions from various 
authors reporting on special studies carried out in the station. Much inter- 
esting information on pathological and laboratory findings is recorded, and 
useful discussions of therapeutic measures is included. 

The whole volume, as the foreword states, ‘‘exemplifies the value of the 
method of multiple approach to the studies of problems of human behavior 
—inasmuch as this researeh project represents the joint efforts of physician, 
psychiatrist and psychologist’’. The work is interesting throughout, and 
can be recommended to any pediatrician or psychiatrist interested in the 
problems of the prematurely born. 

PATRICIA STEEN, 
Kings Park. 











306 BOOK REVIEWS 


Mental Deficiency Nursing (Simplified). By O. P. Napier Prarn, 
M.D. 281 pages. Price $2.00. William Wood and Company, Balti- 
more, Md. 

This book is written by Dr. Pearn, deputy medical superintendent, Cane 
Hill Mental Hospital, England. For the greater part, the material con- 
tained could be read with profit by nurses and employees in any hospital, 
especially where children are cared for. However, there are some portions 
applicable only to institutions in the country where it is written. Appar- 
ently, this book is an abbreviated form of another book known as the ‘‘ Man- 
ual for Mental Deficiency Nurses’’. As a result, a great mass of subject 
material is presented, so that every separate sentence expresses a fact 
which the author feels a nurse should know. 

Over two-thirds of this book is devoted to the general training of nurses, 
the subject matter of which is not necessarily applicable to those caring for 
mental defectives. This portion contains instruction in anatomy, physiol- 
ogy, hygiene, childhood diseases, and bedside nursing. The discussion of 
these topies varies little from that found in other textbooks for nurses. 

The subject of mental deficieney takes up only a small part of the book. 
In this section there is a discussion of the causation, classification and train- 
ing of mental defectives. The material is concisely presented, but the classi- 
fication does not wholly follow that outlined by the American Association 
on Mental Deficiency. This is especially noticeable when the classification 
according to behavior is considered, where the types given are: idiots, imbe- 
ciles, feebleminded and moral defectives. The suggestions for the training 
of mental defectives are especially good, and in general they are being used 
in this country at the present time. 

This little book of pocket size will find its chief usefulness when one is 
engaged in intensive study before examinations, or for quick reference. Its 
concentrated nature makes it difficult to read, except for purposes of review. 


ROWE. 


You Can Master Your Life. By James Gorpon Gitkey, M. A., D. D. 
186 pages. Price $1.75. The Macmillan Company, New York. 

This stimulating book is one of a series which deals with familiar personal 
problems and methods of solving them. Several important mental hygiene 
principles are discussed and interesting examples of their successful appli- 
cation are given. While presenting a sound practical philosophy of life, 
the book makes a strong emotional appeal to the reader. Throughout, one 
is impressed by the vigorous personality of the writer and by his exalted 
views of the possibilities of ordinary men. He makes life mastery an 
attractive goal. 


POLLOCK. 
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Towards Mental Health—The Schizophrenia Problem. By CHARLES 
Macrie CAMPBELL. Harvard University Press, Cambridge, Mass, 1933. 
This book is a simple, lucid and brief exposition of the problems con- 
fronting mental hygiene and psychiatri¢e practice. Numerous eases are used 
to illustrate pertinently the points which the author wishes to make. He 
ealls attention to the complexities of the task of mental hygiene and justly 
warns that over-simplification is apt to lead later to disillusionment. Signifi- 
eant, too, is Dr. Campbell’s statement that ‘‘Hygiene on the whole has 


It more with the duration of life than with its quality; it has safeguarded 


aea 
and supported the tissues and organs without concern as to the use made 
of these organs for the purpose of individual life. Hygiene has not con- 
sidered within its sphere the contribution due from the individual to the 
social group, nor the intangible factors which the individual must obtain 
from the cultural environment in order to maintain healthy balance.’’ The 
book brings out very nicely the point that there is no sharp line of demar- 
eation between mental health and illness. With simple language and devoid 
of psychiatrie verbiage, the problems of the mental case are unfolded in a 
manner which brings home their close relationship to the problems of every- 
day life. The reviewer would recommend this book to the general medical 
profession and intelligent lay publie who only too frequently look upon men- 
tal problems in terms of ‘‘insanity’’ with no relationship to the problems 
of life which are emotionally vital to all human beings. No textbook on 
mental disorders brings this point out with such clearness as this little 
volume. 


OSWALD H. BOLTZ, M. D. 


Neurology. By Roy R. Grincer, Associate Professor of Neurology, Uni- 
versity of Chicago. 979 pages. Charles C. Thomas, Baltimore, Md. 
This texthook of neurology treats the subject as an integral part of the 
biological sciences, emphasizing the importance of embryologiec, anatomic 
and physiologie analyses of clinical material. Such a method of treatment 
brings out the dynamie aspect of every clinical presentation and enables the 


ctid 


student to see in a neurological condition not only a given clinical status but 
the entire pathological process as well. The text is abundantly illustrated 
with schematie and photographie reproductions. The majority of illustra- 
tions are original and very instructive. The paper, type, and especially the 
unusually satisfactory illustrations that reach the level of artistic qualities 
contribute greatly to the value of the book. 


A. N. BRONFENBRENNER. 
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Human Personality and the Environment. By CHARLES MACFIE Camp. 
BELL, M. D. 247 pages. Price $3.00. The Macmillan Company, New 
York. 

In the preface the author states, ‘‘This book presents the substance of six 
lectures delivered before a lay audience at the Lowel Institute, Boston, in 
February, 1933. The lectures attempted to give a more vivid and precise 
meaning to the word personality, and to stimulate the interest of those 
present in the driving forces of the individual life’’. In this difficult task, 
Dr. Campbell has succeeded very well. He makes no claim for originality, 
but presents a wealth of material based on anatomy, physiology, and biology, 
nor does he neglect the psychological and environmental factors which make 
for the building of certain types of personality. 


JAMES L. TOWER. 


Psychoanalysis. By ANNA FrEeup. 117 pages. Emerson Books, Inc., 
New York. 1935. 

This is a very simple exposition of the theories of psychoanalysis given 
in three lectures to teachers of the pre-kindergarten schools in Vienna. The 
author has made an effort not only to interpret psychoanalysis to the teach- 
ers, but to indicate what contribution it has made to pedagogy. She makes 
practical application of these theories through illustrative case material 
eollected from the school in this group. The author states that psycho- 
analysis offers three things to pedagogy—one is a criticism of existing edu- 
eational methods, the second is that it extends the teacher’s knowledge of 
human beings, and the understanding of the relationship existing between 
the child and the educator is better defined through psychoanalysis. Par- 
ticularly does the theory of instincts of the unconscious and of the libido 
contribute to this understanding. The third is that it offers a method of 
practical treatment for the injuries which a child receives during the pro- 
cesses of education. 

This book is more concise and less technical than others which have given 
an exposition of the contribution of psychoanalysis to education. It will be 
of value in helping teachers to understand some of the more obseure psycho- 
logical processes in children and give them an idea of what steps should be 
taken toward the remedy of such situations. 

Parents and teachers interested in the psychoanalytie approach will wel- 
come any contribution that Anna Freud is able to make out of the fullness 
of her experience in psychoanalytie work with children. 


HESTER B. CRUTCHER. 
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Men Between Fifteen and Twenty-five Years. By TryGve BRrRAArty. 
The Psychiatrie University Clinie of Vinderen. Fabritius and Sonner, 
Oslo, Norway, 19384. 

The Norwegian author deals in six chapters with the socio-economic im- 
plications as they affect the male population (ages 15 to 25 especially) of 
Norway in particular and the whole western world in general in their rela- 
tionship to the development and frequeney of schizophrenia. The last 
chapter offers a summary (Epicrisis) 

The fact is brought out that men show evidence of schizophrenia preva- 
lently during the life period when they have to make practical application 
of their training, ambition and schooling. The questions are raised: ‘* Why 
does schizophrenia manifest itself so frequently in men between 20 and 30 
and why does schizophrenia affect women at a later age period?’’ (30 and 
40). He compares the frequency of schizophrenia with the morbidity curve 
which shows that during the ages when schizophrenia is prevalent in men 
there is in general a greater resistance to physical disease. Neither does 
the mortality curve show a rise like schizophrenia in that age period. There 
is, however, a certain parallelism of curves with regard to schizophrenia 
and occurrence of tuberculosis. 

The ages between 15 and 25 in men are also the times when men emigrate. 
The question arises: Is emigration the result of exogenous or endogenous 
conditions? Statistics show that so-called ‘‘good times’’ result in many 
marriages and few emigrants while the ‘‘bad times’’ record few marriages 
and many emigrants. The author favors exogenous conditioning in refer- 
ence to emigration and also maintains that tuberculosis as well as schizo- 
phrenia are dependent on socio-economic factors. He does not think that 
puberty is the factor with regard to schizophrenia but makes socio-ceonomie 
pressure mostly responsible. Many young men are (about the age of 15) 
abruptly faced with a change of existence. The unemployment problem af- 
fects the young and inexperienced predominantly. All the factors econ- 
cerned make for an ‘‘isolation of youth’’. 

Women are not so directly and not so forcefully hit by the social pressure 
during the years 15 to 25. Their peak of schizophrenia is between 30 and 
40 years. They marry earlier than men as a rule. The woman is less iso- 
lated during 15 and 25 but after this age period when not anchored in a 
new family of her own isolation occurs also in women. We find that many 
schizoid women are not married. (Psychiatrists say that they are single 
because they are schizoid.) The author claims that they may be schizoid 
on account of isolation but he admits that the sex factor also plays a rédle. 
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The author anticipates the question asked by the psychiatrist: ‘‘Does 
constitution (disposition) play its part besides social pressure?’’ and he 
acknowledges that socio-economie pressure is not a ‘‘sufficient’’ cause of 
schizophrenia. He criticizes the ‘‘endogenous’’ investigation of the psy- 
chologist and psychiatrist especially in reference to heredity which, he says, 
was built up on the assumption that human society is a homogenous strue- 
ture. His criticism refers especially to European psychiatrists for some of 
whom it is a poor excuse for lack of proper therapy. In general he finds 
fault with the academie profession which has shown too little interest and 
not a thorough understanding of socio-economic problems. He refers to 
the psychiatrist who is more or less isolated from social life in an institution. 

He refers to studies which show that body build and development are 
influenced by environmental factors and thinks that we may rightly assume 
that the complicated psychopathologieal phenomena as they exist in schizo- 
phrenia are genetically differentiated by anchorage in a certain milieu, He 
states that the hypothesis of ‘‘schizophrenie genes’’ cannot explain the in- 
erease in schizophrenia nor can heredity. He ealls attention to the marked 
milieu variations of modern times (last 100 years). Urban communities 
show a higher percentage of schizophrenia than rural communities. 

He stresses that the isolated male adolescent of today is without adequate 
emotional contacts with his environment which condition may become aggra- 
vated by emigration. Industrialism per se with its gulf between home, fam- 
ily and place of work, with its automatic monotonous occupation without 
share in the finished product tends to intensify the isolation of youth. The 
author looks at schizoid reactions as a function of the situation of youth of 
the present day. 

He feels that psychoanalysis has a tendency to anchor symptoms and 
reactions ‘‘beyond the actual situation’’ and stresses too much the patient’s 
‘*disposition’’ when ‘‘actual difficulties’’ present themselves. 

In eonclusion the author says: ‘‘Sociology may be able to furnish more 
and better data of approach than constitutional research, not only in refer- 
ence to age and sex distribution but also in connection with the psychologi- 
eal background of schizophrenia.”’ 

The book is an extensive and comprchensive study. It has many statisti- 
eal items and exict graphs as well as numerous references to European and 
American literature. Studies of this type will be helpful to the psychiatrist 
and enhance his vision in comprehending his patient and seeing him as 
part of a complex social organism. 


A. J. GOSLINE, M. D. 
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Probation and Criminal Justice. Edited by Sheldon Glueck. The Mac- 
millan Company, New York 

This book is a collection of essays in honor of Herbert C. Parsons, which 
eover the field of probation from various angles. Herbert C. Parsons for 
vears headed and sueecessfully developed the Massachusetts Board of Pro- 
bation, giving it a leading place among such institutions. In 1931, Harvard 
University gave public recognition to the value of Mr. Parsons’ labors by 
bestowing upon him the honorary degree of master of arts. 

The first essay, by Sheldon Glueck, on ‘‘The Significance and Promise of 
Probation’’, discusses the elements of probation and gives a brief resumé of 
the history of penology in this country. He feels that a fundamental over- 
hauling is necessary as the complicated structure of criminal justice has 
been erected without a consistency of aim or method. He mentions the 
dangers that confront probation and emphasizes the fact that personnel is 
most important. He outlines what he feels should be the content of an in- 
tensive investigation, describes briefly the supervisory work and mentions 
the need for record keeping and research. 

The second chapter, ‘‘Some Legal Problems Raised by Probation’’, is an 
essay by Sam B. Warner. The author groups the legal problems relative 
to probation into three groups, the first relative to the granting of proba- 
tion; second, the conditions that may be attached to probation; and third, 
the questions relating to the revocation of probation. This chapter is 
largely a discussion of legal problems that may come up in connection with 
probation, and in the majority of cases no definite answer can be given to 
these problems because of the lack of uniform interpretation of law. He 
feels that the growth of the laws of probation has taken place under adverse 
circumstances because of the variety of the problems and the fact that the 
judge is little if any more competent to solve these problems than the man 
on the street, and, as yet, there is nobody of expert opinion to which the 
judge ean turn for assistance. 

The third chapter, ‘‘Organization of a Probation Offiee’’, by Edwin J. 
Cooley, discusses the various problems that arise in the organization of a 
probation office, and illustrates the method of meeting these problems from 
his experiences with the Catholie Charities Probation Bureau in the Court 
of General Sessions in New York City. He emphasizes the faet that proba- 
tion work would not be possible if the probation bureau was administered 
politically. 

Chapter 4, ‘‘The Selection and Training of a Probation Officer’’, is given 
by Bernard J. Fagan, New York State parole commissioner. In this essay 
the ideal type of probation officer is described, but he also mentions that it 
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is almost impossible to obtain an individual with these qualifications. He 
feels that the civil service is the best means of obtaining probation officers 
and outlines the means and methods of training the worker on the job 
itself. 

‘‘The Granting of Probation’’ is discussed in an essay by Thorsten Sellin, 
professor of sociology at the University of Pennsylvania, who discusses the 
criminologist’s view. He sketches brietly the gradual change that is taking 
place from the pernicious use of arbitrary tendencies by the judiciary dur- 
ing the Middle Ages to the new psychology of individualism of treatment, 
He emphasizes the need for supervised training in the natural and social 
sciences as well as in the strict legal training for the judiciary. He discusses 
the suggestion that the trial court confines itself to determining the validity 
of the accusation, following which the individual should be committed to 
some administrative agency which would study and determine what par- 
ticular form of treatment would best serve the ends of justice. 

‘*The Trial Judge’s Dilemma’’ is given by Joseph N. Ulman, judge of 
the Supreme Court, Baltimore, Maryland. He feels that difficulties in 
connection with probation are great beeause of the fact that people believe 
probation means merey, and that the attitude of ithe average citizen is that 
vengeance is the basis for the determination of sentences. He emphasizes 
the need for change in public opinion before probation can be entirely satis- 
factory. He also emphasizes the fact that for best results there must be 
greater cooperation between the trial judge and the probation department. 
This would mean that it would be necessary for the trial judge to strive for 
cooperative efforts among all other coordinating agencies of the government 
dealing with the crime problem. It would be part of his duties to communi- 
cate the results of his experiences to the legislators who make the laws, and 
administrators who earry them into execution. 

An essay, ‘‘The Case History in Probation Service’’, by Ralph Hall 
Ferris, indicates what the adequate case history should consist of and sets 
an ideal which is not generally attained. He emphasizes the fact that proba- 
tion is simply a form of social ease work and that the same investigation, 
diagnosis of the facts involved and a chronological history of supervision, 
including the plan of treatment, be made. 

‘*The Social Worker’s Technique and Probation’’ is given in an essay 
by Hans Weiss, former probation officer of the Boston Juvenile Court, who 
also emphasizes the fact that there is no essential difference between the 
social worker’s problems and goal and those of the probation officer. He 
outlines the technique to be followed by the probation officer and illustrates 
some of the problems that have arisen by case histories. He draws attention 
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to the fact that good probation work is possible only with a judge who is 
social minded. 


An essay on ‘‘Analytie Psychiatry and Criminology’’ is given by Ber- 
nard Glueck, M. D. In this essay he sketches briefly some of the fundamen- 
tals of psychoanalytie psychology, gives an outline of the psychoanalytic 
conception of the nature of human personality, describes briefly some of the 
various forms of pathological deviation with a view to determine to what 
extent the clinical manifestations of criminalism might be brought within 
the framework of psychoanalytie theory. He feels that greater use should 
be made of psychiatry in the study of criminology. 

‘‘The Growth and Extent of Probation’’ is covered in an essay by Charles 
L. Chute, general secretary of the National Probation Association, who 
gives a history of the probation movement in this country. He also gives a 
history of the juvenile court law of probation, mentions some of the prob- 
lems that probation has to cope with in the legislature and the public, out- 
lining the growth of probation activities. He neglects to mention the out- 
standing part which he himself has played in the growth and development 
of this movement. 

‘‘The Growth and Future of the Federal Probation System’’ is deseribed 
in an essay by Sanford Bates who outlines the development of the Federal 
probation system. He also deseribes the qualifications of Federal probation 
officers and emphasizes the need of personal contact between the supervisor 
and the probation officer. He discusses the economic advantages to be de- 
rived from the extension of Federal probation. He expresses an opinion 
and gives a glimpse of future developments. 

The extent and practice of probation in England is described in an essay 
by Sir William Clark Hall, deceased. At the present time there is a proba- 
tion officer on reserve in every court in England. They are not all full 
time, however, and he feels that the part-time or voluntary probation offi- 
cers are not, as a rule, satisfactory. 

The probation system in France is discussed by Henri Rollet. He out- 
lines the development of the probation system in France and sketches the 
method of investigation and supervision that is earried on. 

A history of the probation system in Belgium is given by Paul Cornil. 
Much of the probation work in Belgium is done by charitable helpers, but 
recently a few paid and full-time officers have been appointed to certain 
important children’s courts to handle the difficult eases, 

A history of the probation system in Germany is given by Hans v. Hentig. 
He describes the system of police supervision which he emphasizes is harm- 
ful and does not actually exercise any socialized supervision. In 1923, 
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however, probation oversight entered the realm of the penal correctional 
treatment of juveniles, and in 1925 it was extended to other cases in which 
there was an additional remission of punishment. The indeterminate sen- 
tence has not as yet been adopted in Germany. He feels that the future of 
probation is bright and affords a great deal of possibility in the treatment 
of adult criminals as well as children. 

The collection of essays in this book is well chosen and covers quite ade- 
quately the field of probation. There is a lack of definite recommendations, 
which is to be expected because of the fact that probation is still in its in- 
fancy and no one as yet knows the best method of application. The book 
brings out a number of the problems that arise, and in some cases describes 
how these problems have been met in the past. It will be of value to those 
interested in the crime problem and especially to the parole and probation 
officers and the criminal court judges. 

FRANCIS C. SHAW. 


Work Relief in Germany. By HertuHa Kraus, Ph. D. 93 pages. Russell 
Sage Foundation, New York. 

This little book will be of interest to those dealing with persons on work 
relief. The author discusses the type of work developed to suit the varying 
needs of the unemployed, the length of time the individual worker is kept 
on various types of jobs and the efforts made to return him to industry. 
The cooperative relationships the work relief agencies with other relief 
agencies are indicated. Related projects such as nursery centers, convales- 
cent camps, and other organizations created for the health of various classes 
of clients are all discussed. 

In the chapter on the possibilities and limitations of work relief the author 
gives her estimate of the ten years of experience that Germany has had with 
this type of work. The author feels that work relief has taught workers to 
adjust themselves better on different standards of income, that the ideas of 
self help and cooperation have spread and that the workers have learned 
the usefulness and pleasure of various types of work with which they were 
previously unfamiliar. She feels that the chief function of work relief is to 
return employables to normal employment and that it is only a success when 
this is achieved. Furthermore relief work must be designed to stimulate an 
increase in work and a better distribution of work opportunities. 


HESTER B. CRUTCHER. 
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Dynamics of Population. By Frank Lorimer and FREDERICK OSBORN. 
The Maemillan Company, New York. 1934. 

The population of the United States continues to grow from decade to 
decade. The rate of increase, however, has been rapidly declining and it 
has. in fact, been well-established that if the trends in birth and death rates 
continue, the population will soon cease to grow in numbers, and may even 
ultimately decline. (This assumes the continuance of present immigration 
policies. ) A thorough analysis of such population trends reveals that 
there are differences, however, within the important elements making up the 
general population. Thus rates of growth differ as between the city and 
the eountry. They vary from state to state. They differ furthermore among 


the several racial and nativity groups. A process of selective reproduction is 


therefore going on, which may have important consequences upon the quali- 
tative make-up of the future population of the United States. 

Questions as to gross numbers may be studied fairly objectively. Quali- 
tative differences—especiallvy those of intellectual and emotional character 

-are difficult to dissociate from subjective bias. Consequently the litera- 
ture dealing with racial differences remains highly controversial, despite 
the efforts to introduce objective seales of measurement. One has to tread 
warily, indeed, through the mazes of race biology, in order to seize upon 
true differences. 

It may be said at once that the authors of ‘Dynamics of Population’ have 
approached their problem with a degree of objectivity and frankness beyond 
reproach. They have skillfully avoided the introduction of racial and na- 
tional prejudices. They have instead attempted to deseribe the growth of 
population in the United States and its social consequences as though they 
were laboratory phenomena. The result has been a work that indubitably 
takes front rank in its field. 

The book is divided into four principal sections. The first section deseribes 
population trends of the eountry, as a whole, and discusses in detail the 
and social variations in reproduction trends. Part II 
studies physical and intellectual differences in the several population groups. 


geographical. racial] 


The consequences of such differences are treated in Part III. The causes of 
the population trends, and the possibilities of controlling them are dis- 
cussed in Part TV. It is impossible in a limited review to deseribe the im- 
mense detail of evidence summarized with such skill in these chapters. Suf- 
fiee to say that the book is authoritative, and that it will be indispensable in 
the libraries of all interested in American demography. 


MALZBERG. 
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Benjamin Rush, Physician and Citizen. By NATHAN GoopMAN. Illus- 
trated. 421 pages. Price $4.50. University of Pennsylvania Press, 
Philadelphia. 

American psychiatrists will weleome this noteworthy work—the first 
comprehensive biography of the greatest American physician of revolution- 
ary days. The organization now known as the American Psychiatrie Asso- 
ciation was organized in Philadelphia in 1844. It appropriately adopted as 
its patron saint, Benjamin Rush, the most prominent physician in the his- 
tory of that city and the outstanding psychiatrist of his day. 

Mr. Goodman has given us an accurate and pleasing story of the develop- 
ment and eareer of Rush from the time of his birth in 1745 to his death in 
1813. Incidentally, he also gives an interesting aceount of medical knowl- 
edge and practice in the latter half of the 18th century. Rush was an 
individualist and had positive ideas. His medical training having been 
obtained in Edinburgh, he vigorously opposed the system of medical practice 
in vogue in Philadelphia. Naturally, he was not popular with his colleagues, 
and it is said that during ‘‘his first seven years of practice not a single phy- 
sician referred a patient to him.’’ Nevertheless, his practice grew and he 
soon enjoyed an adequate income. 

The author speaks of Rush as the ‘‘first American psychiatrist’’, sets 
forth his views with respect to mental diseases and describes his treatment 
of mental patients in the Pennsylvania Hospital. Rush’s book entitled 
**Medical Inquiries and Observations Upon the Diseases of the Mind’’ was 
‘*the only comprehensive American treatise on the subject until the year 
1883.’’ 

Rush was also a forerunner in hygiene as his ‘‘Sermons to Gentlemen 
Upon Temperance and Exercise,’’ written when he was 27, will testify. 

Rush is said to have inspired his friend, Thomas Paine, to write the revo- 
lutionary pamphlet, ‘‘Common Sense’’, which made a profound impression 
on the American colonists and aided materially in furthering the cause of 
Independence. 

In 1777, Rush aecepted the position of surgeon-general of the Middle De- 
partment of the Continental Army. In this post he did notable‘work but 
became dissatisfied beeause of lack of support and lack of opportunity to 
render the medical service he regarded as necessary. His dissatisfaction 
led him to eriticize severely his medical chief and also the commander-in- 
chief of the army. He, however, was not a part of the Conway Cabal, as was 
at one time charged. 

After leaving the army, Rush resumed the private practice of medicine 
and later became a teacher of chemistry and therapeutics in the Medical 
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School of the new University of Pennsylvania. It is said that for a period 
of 25 years he exerted more influence than any other person on the practice 
of medicine in America. He also found time to write, and to take an active 
part in reform and educational movements. Dickinson College owes its 
existence to him. 

Although most of Rush’s medical views have been superseded, the influ- 
ence of his scientific attitude and his progressive spirit still continues. His 
biographer has rendered conspicuous service in making it possible for us 
to become intimately acquainted with this great physician, educator and 
citizen. 

POLLOCK, 


If I Have Children. By G. Francis Smitn, M. R. C. S., L. R. C. P. 
130 pages. $3.00. Oxford University Press, New York. 

Parents will find, ‘‘If I Have Children’’ a clear and significant treatment 
of the problems of child-bearing and child training. The author records his 
observations and ideas in an effective, common-sense manner, and employs 
an idiom that is at once intelligible to the average lay reader. Specialists, 
also, will weleome this brief treatise, and find it to be a pertinent synthesis 
of the pr blems. 

The work treats of the selection of parents, the pre-natal stages, the man- 
agement of babyhood and the progressive stages of childhood. On all of 
these subjeets the author has something vital to say. The question of the 
problem child and the methods best suited for his adjustment comprise the 
subject-matter of a complete chapter. The concluding chapter lists a num- 
ber of excellent maxims such as follows: 


ee 


Select a healthy mate—good stock is worth perpetuating, 


‘The brain of a little child is like virgin wax—first impressions sink deep- 
est and last longest.’’ 

Further*examples of the writer’s grasp of his subjects as well as his clear 
and forceful style is given below: 

‘‘The realization of his weakness constitutes that feeling of ‘inferiority’ 
which is common to child nature as perception awakens. 

“If given plenty of freedom and encouraged in all his endeavors, his 
courage and fighting powers will enable him to destroy that feeling of in- 
feriority and raise up a healthy barrier against its return by constructive 
usefulness and social adaptiveness.”’ 

The author writes designedly for an English audience and localizes his 
remarks in a native environment; however, the majority of his conclusions 
possess the same basic philosophy that is applicable to child guidance in any 
land. 

EDWARD R. CLARDY. 
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The Doctor in History. By Howarp W. Haaaarp, M. D. 408 
Yale University Press, New Haven, Conn. 1934. 

Dr. Haggard seems particularly gifted in putting across much informa- 
tion in a singularly easy and interesting way. This book is primarily in- 
tended for young people and will no doubt be of value in helping many a 
boy or girl to decide whether or not medicine will be his chosen field. Dr. 
Haggard’s synchronizing of the history of medicine with the history of 


pages. 


world events is well done. The philosophers, alchemists, priests and other 
interesting personalities who have contributed so much to our present-day 
medieéal understanding make Dr. llaggard’s book especially vivid. Anyone 
who wishes to give his boy or girl the background so that he may under- 
stand present-day medicine or who himself likes his knowledge in easy doses, 
will find that this book exactly meets his need. 


HESTER B. CRUTCHER. 


A Doctor Studies Crime. By Perry M. LicutTenstein, M. D., L. L. B. 
D. Van Nostrand Company, New York City, 1934. 

Krom the standpoint of the psychiatrist as well as the sociologist, Dr. 
Lichtenstein has written a thoughtful and interesting book. It is informa- 
tive, timely and practical in its suggestions. In addition, by a wealth of 
anecdote in its first pages, it presents considerable general appeal as a useful 
vehicle of propaganda for social improvement. The latter part is more 
impersonal and only the more serious minded reader is apt to give careful 
scrutiny to the material ineluded. 

The doctor pleads for publie hospitals to cure drug addiction, and jail for 
the nareotie agent. His plan for detailed study, medical, social and psychia- 
trie, not only of first offenders in any delinquency but of every child at the 
level of the sixth grade, is only logical; it is impressive that, with other ad- 
vances, this has not yet been put into effeet. He pleads for eugenie marriages 
but, strangely enough, makes no constructive suggestions for the sexual ad- 
justment of the unfit. He is, quite reasonably, opposed to the institutionali- 
zation of the defective who is not an economic burden. His own convictions 
in the matter of race control would be undoubtedly worthy of presentation. 

For moral defect he urges early recognition, such as might be obtained 
from a school psychiatrist ; the teachers, too, are to be instructed in the ree- 
ognition of early evidence of perversions. Sex instruction of boys at 13 
may seem a rather belated precaution to the orthopsychiatrist. But the 
professional supervision of the child with tendency to moral defect, the im- 
provement of the mental hygiene in his environment, better censorship of 
plays, reform of the present-day dances as seen in the lower cafés—these 
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reforms are needed. He also suggests the prevention of marriage or of 
childbearing by persons of neuropathic taint, the institutionalization of 
male prostitutes and permanent care in penal institutions for sadists and 
asocial masochists. 

The psychiatric discussion will, of course, appeal more to the laity. The 


‘ 


use of the term ‘‘sublimation’’ is inaccurate according to our psychiatric 
eonnotation. Some of us do not feel that precocious children are as fre- 
quently doomed to insanity as Dr. Lichtenstein implies; undoubtedly they 
have a wealth of opportunity for maladjustment, but in our experience it 
is much more often the shy, conscientious little perfectionist who passes 
nominally as a brilliant scholar but becomes withdrawn into a psychosis. 
On this point, other psychiatrists might disagree; all of us will agree that 
the brilliant child often needs guidance. 

Among the most welcome suggestions put forward are the proposals for a 
new definition of legal insanity and the maintenance of a State institution 
for psychopaths. These ideas should be heavily stressed. 

Dr. Lichtenstein’s study of the parole system, of the detention of material 
witnesses, of delayed trials, of jury panels-—all these are clear and in 
many respects illuminating as to the real status of the justice we have 
believed was ours. The reforms he suggests are urgent. 

To this reviewer, the most pertinent of all his recommendations was the 
more interested participation of the intelligent man and especially of the 
doctor in the study of crime, its prevention and treatment; and his appeal 
for more doctors in polities is an excellent suggestion. 

The book should be read; familiarity with the conditions mentioned is 
advisable. Dr. Lichtenstein’s authoritative constructive suggestions deserve 
attention and action from the State. 


ELIZABETH L. BRYAN. 











AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 


The 1935 annual meeting of the American Orthopsychiatric Association 
was held at the Pennsylvania Hotel, New York City, February 21, 22 and 
23. The program presented was something of a cross section of recent de- 
velopment and research in the field of orthopsychiatry. Some of the speak- 
ers presented additional data to papers previously given, others presented 
various approaches in understanding the personality of the child and the 
treatment of his problems. 

The emphasis of the entire conference seemed to be on approaches in 
treatment and the evaluation of each method. 

One of the most interesting meetings was that on ‘‘Trends in Therapy”’ 
presided over by Dr. Lawson G. Lowrey. The approach to the therapeutic 
situation was presented by a psychiatric social worker in a family case 
working agency and a medical social worker. The material was presented 
chiefly as it was found applicable to the individual case though each speaker 
gave a certain amount of his thinking and his reasons for using the approach 
he did. Miss Annette Garrett discussed the theory and techniques of atti- 
tude therapy, an approach which especially trained social workers are using 
with a limited number of carefully selected cases. There was much discus- 
sion following the presentation of all the material. The impression gained 
was that the amount of help the patient received depended to no small extent 
upon the relationship he was able to establish with the therapist and the 
constructive use the therapist was able to make of this relationship. 

All types of treatment presented seemed to offer possibilities for reliev- 
ing the patient’s difficulties. However, the social worker handled those only 
on the conscious level. At another meeting Drs. Healy and Bronner pre- 
sented a most interesting case for the discussion of the techniques of therapy. 

Physicians, social workers and psychologists interested in the treatment 
of children’s difficulties found much stimulation in the well-planned pro- 
gram. 

HeEsTER B. CRUTCHER, 
Director of Social Work. 


ELEVENTH ANNUAL INSTITUTE FOR CHIEF OCCUPATIONAL 
THERAPISTS 


Eleventh Annual Institute 


called to order promptly at 10 o’clock on Monday, February 25, 1935, by 


The for Chief Occupational Therapists was 


the director of the bureau, Mrs. 


words of welcome, elphasized Le ta 


tional therapists have a fine 
years of organization of the bureau. 


and the purpose of the Institute, 


sick and unhappy committed to the ec 


act th: 
record of 


\\ 


Kleanor Clarke Slagle, who, in her brief 


t that several of the chief occupa- 
unbroken service since the early 


Vith respect to occupational therapy 


she said: ‘‘ As a health measure given the 
ire of the State, nothing can replace 


the friendly relationship which is established through oeeupational therapy 


and normal activities, such as are represented by work, exercise and recre- 
ation. 
‘This Institute, in common with preceding ones, was called for the pur- 


ming experienees and Improving 


the 


pose of ¢ xchan the work of the occupational 


It is for you, pational therapists, to discuss in- 


rmally whether we need different forms, for instance, to convey all that 
has been observed of individual patients. Do we longer need habit train- 
ing? There are some present who will recall, in the early days of the Vet- 
erans’ Bureau, that there was no enthusiasm about habit training when it 


was started for them at Kings Park, and now, to show the advance in ideas, 


the Veterans’ Bureau thinks so highly of habit training that it has a 


school to which are sent occupational therapists from the various stations of 
its service. Our desire 11 years ago was to clean up the back wards 
and we no longer need to have them. We are employing ‘‘guidance’’ for 


the young, and the young are more and more our problem. Probably if we 


place any emphasis, at this particular Institute, on the activities of the 
future, it must be placed on guidance in our hospitals, and what we can do 
to improve the general morale of the young that are sent to us for care and 
protection. 

‘‘This Institute is yours. We hope your deliberations in the program 
from the scientifie side and from the 


and t] al 


that has been planned for you, both 


technical side, will be valuable, t you will return to your homes and 
to your work refreshed, feeling that no problem is yours alone, that it is 
duplicated in nearly all, if not all, of the institutions and hospitals of the 
service,’”’ 

The director announced that Dr. Van de Mark, superintendent of Roch- 
ester State Hospital; Dr. Gray, superintendent of Gowanda State Hospital; 


and Dr. Pritchard, superintendent of Buffalo State Hospital, had all ex- 
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tended invitations to hold the 1936 Institute at their hospitals. Dr. Ross, 
superintendent of Harlem Valley State Hospital, invited the Institute to 
meet at his hospital in 1937. 

Dr. Cheney welcomed the members of the Institute officially in a few most 
courteous words. 

The program included the presentation of subjects in the mental hygiene, 
psychiatric, technical and eultural fields. 

The opening lecture on ‘*Objectifying Patients’ Interest Through Oceu- 
pational Therapy’’ was given by Dr. Leland E. Hinsie, assistant director 
of the Psychiatric Institute. The second lecture, ‘‘ Practical Objectives of 
a Physical Program for the Mentally Ill’’, was presented by John E. Davis, 
senior physical director, Veterans’ Administration, Perry Point, Maryland. 
Other papers of the first session were: ‘‘The Plan of Organization of 
the Physical Trainmg Work at Pilgrim State Hospital’’, by Miss Mary 
Jane Preston, physical training instructor, Pilgrim State Hospital ; ‘‘ Devel- 
opment of Physical Training at Craig Colony for Epilepties’’, by Miss 
Glenna R. Butman, physical instructor at the Colony; ‘‘Organization of a 
Physieal Training Division in an Occupational Therapy Department of a 
New Hospital’’, by Isidor Scherer, physical training instructor, Rockland 
State Hospital; and ‘‘Practical Objectives in Re-education Exercises for 
Mental Patients’’, by E. Raymond Jones, physical training instructor, 
Marey State Hospital. 

The first part of the afternoon session was given over to demonstrations 
cf unusual technical features which have been developed in occupational 
therapy departments of various hospitals of the service. These included 
(1) a demonstration by Mrs. Theresa Pratt, chief occupational therapist of 
Buffalo State Hospital on the manufacture of decorative flower pots, stands 
and containers; (2) a demonstration by Miss Frances Griffith, chief oecupa- 
tional therapist of Marey State Hospital, assisted by E. Raymond Jones, of 
‘*Book Repair Methods’’ (3) ; a demonstration by Miss Mariella Zizler, head 
industrial teacher, Letchworth Village, of ‘‘ Weaving Suited to the Lower 
Grades of Feebleminded’’. 

Miss Susan C. Wilson, chief occupational therapist at Brooklyn State 
Hospital, and Mrs. Ruth Nelson, chief occupational therapist at Utica State 
Hospital, then gave brief outlines of their courses of instruction in oceupa- 
tional therapy for student nurses, both home students and affiliates. Miss 
Rebeeea Adams, occupational therapist, Psvehiatrie Institute, described the 
type of craft work taught the affiliated student nurses at the Psychiatrie 
Institute and showed some beautiful end papers made by patients under her 
direction. 
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The latter part of the afternoon program was given over to an address 
and demonstration of ‘‘Folk Dancing and Folk Songs’’, by Miss Elizabeth 
Burehenal, chairman of the National Committee on Folk Arts and president 
of the American Folk Danee Society. This instructive and inspirational 
demonstration should be of great value to the physical training programs 
for the patients in our hospitals. 

The opening lecture of the morning session of Tuesday was a continuation 
of the seminar held by Dr. Leland E. Hinsie on the relationship of psychia- 
try and occupational therapy, under the title, ‘‘ Psychiatrie Adjuncets’’. 

Dr. Charlotte Grave, of the Child Research Clinie of the Woods School, 
Langhorne, Pennsylvania, gave an instructive paper on ‘‘Behavior Prob- 
lems Away from Home’’ 

Mrs. Anna L. Tompkins, chief occupational therapist, Manhattan State 
Hospital, gave a report of the Special Committee on Waste Materials, of 
which she was chairman. 

At the afternoon session of Tuesday, the New York State Association of 
Occupational Therapists were guests of the members of the Institute, and 
had the privilege of hearing an address by Dr. Clarence Hincks, general 
direetor of the National Committee for Mental Hygiene on ‘‘ Past, Present, 
and a Vision for Future, Activities in the Field of Mental Hygiene’’. He 
presented an inspiring picture of the importance of mental hygiene in the 
complex civilization of today. 

This session was followed by a delightful tea given through the generous 
courtesy of the director of the Psychiatrie Institute to the members and 
guests. This was a beautifully appointed affair in the charming setting of 
the large ceremonial room of the hospital, and was greatly enjoyed and 
appreciated by all those attending. 

3oth morning and afternoon sessions of the Institute on Wednesday, Feb- 
ruary 27, were held at the Rockland State Hospital. The members of the 
Institute were conveyed to the hospital by bus from New York. On arrival 
they were conducted on a tour of the children’s unit, now under eonstrue- 
tion, to the occupational therapy ward class of the male reception service, 
to the oceupational therapy eenter for the female reception service, and the 
pre-industrial shop. Following the walk, the members and guests assembled 
in the auditorium of building 17, where the sessions were held. Dr. Russell 
E. Blaisdell, superintendent of the hospital, most cordially weleomed the 
Institute to the hospital and explained the plan of the hospital in relation 
to its location and building eapacity. 

Following Dr. Blaisdell’s remarks, Dr. L. P. O’Donnell, elinieal director 
of the hospital, gave a paper entitled ‘‘Pre-Vision for the New Children’s 
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unit’’. Dr. O’Donnell stressed the fact that maladjustment in child life 
had increased but that there is a great dearth of facilities for the care of 
such children. He named Allentown State Hospital, Pennsylvania, Trenton, 
New Jersey, Kings Park State Hospital, New York, and the Psychiatrie 
Institute and Hospital as being the only State institutions which are 
equipped for handling this problem. Dr, O’Donnell described the plan of 
organization, the type of ease to be admitted, and the treatment facilities 
which would be provided. 

Luncheon was served at the hospital. 

The afternoon session was given over to a lecture on wood carving by 
Carroll French of the South Mountain Colony. He discussed important 
factors to be considered in artistic wood earving, giving detailed instrue- 
tions regarding the choice of woods, the use of tools and the methods to be 
employed both in the carving and finishing. 

At the conclusion of Mr. French’s lecture, the director of the bureau with 
a few closing remarks of farewell and ‘‘God speed’’ to the work and the 
members, declared the 11th Annual Institute for Chief Occupational Ther- 
apists formally closed. 

Thursday morning was given over to specia! visits to a few selected 
wholesale houses which had prepared exhibits for the chief occupational 
therapists. P 

The registration for the entire Institute was 208, which ineluded 130 mem- 
bers of the occupational therapy departments of the New York State De- 
partment of Mental Hygiene and 78 guests. Many guests, including psy- 
chiatrists, nurses and other personnel of the hospitals where sessions were 
held, attended the various lectures but did not register. 


RETIREMENT OF DR. DAWES 


Dr. Spencer L. Dawes, who had been medical examiner of the State De- 
partment of Mental Hygiene since May 1, 1919, retired from State service, 
April 1, 1935. He had reached the maximum age limit set by the retirement 
law. 

Dr. Dawes was born in Saugerties, N. Y., Mareh 17, 1864. His pre-mediea] 
education was obtained at the Shortlidge Academy at Media, Pennsylvania, 
from which he graduated in 1881. He attended the Bellevue Medical Col- 
lege and received his medical degree from that institution in 1887. Follow- 
ing graduation he took up the practice of medicine at Saugerties, New York, 
and remained there until 1898 when he removed to Albany. He continued 
the practice of medicine in the latter place until October 1, 1916, when he 
was appointed deputy medical examiner in the Bureau of Deportation. 
From November, 1917, to May, 1919, he was acting medical examiner of the 
bureau and on May 1, 1919, was promoted to the position of medical exam 
iner, from which he recently retired. 

In March, 1912, Dr. Dawes was appointed by Governor Dix, special com- 
missioner on the alien insane. While acting in this capacity Dr. Dawes 
made a thorough study of the question and issued a report that attracted 
wide attention. When the Commission on Federal Legislation for the Alien 
Insane was created by the New York State Legislature in 1914, Dr. Dawes 
was made secretary and executive officer of the commission, and in this 
capacity was instrumental in securing several amendments to the Immigra- 
tion Law. 

As medical examiner, Dr. Dawes made a determined effort to free the 
State from the heavy burdens imposed upon it by the alien and non-resident 
insane that had no legitimate claim on the bounty of the State. He also 
worked to secure better enforcement of immigration laws and more eareful 
examinations of foreign-born persons seeking entrance to this country. 
Largely through Dr. Dawes’ effort, the system of examining would-be immi 
grants at the port of embarkation was established. This system has proved 
beneficial to the immigrants as well as to the State. 

Dr. Dawes retires to his home in Kingston, New York, after having made 


a notable record as a physician, public servant and executive. 











—The ‘International Journal of Individual Psychology,’’ edited by Dr. 
Alfred Adler, will soon be available in English. The American office of the 
Journal is located at 228 North LaSalle Street, Chicago, Ill. 


—Dr. Casper G. Burn, assistant professor of pathology, in the Yale Uni- 
versity School of Medicine, recently identified the germ of meningo-encepha- 
litis. The bacterium was isolated from the blood stream of three new born 
infants and one adult all of whom died during the past 18 months. 


—Dr. Blakely Webster was named superintendent of the Dannemora 
State Hospital for the Criminal Insane on February 1, 1935. He had been 
acting superintendent since May 1, 1934, following the retirement of Dr. 
Charles Burdick. 


—Dr. Irving J. Knapp, former senior assistant physician of Middletown 
State Hospital, has accepted a position on the staff of the Cleveland Child 
Guidance Clinic. He assumed the duties of his new position on March 15, 
1934. Dr. Max Unger has been assigned by Superintendent Woodman to 
take over the community work previously conducted by Dr. Knapp. 


—The General Assembly of the State of Pennsylvania has made an appro- 
priation of $1,500,000 for the construction of new buildings for the Western 
State Psychiatrie Hospital at Pittsburg. This institution was established 
in 1931. A site has been purehased and surveying and planning estimates 
have been completed. The purpose of the new institution will be the early 
treatment of hopeful cases of mental disorder. 


—The well-known Battle Creek Sanitarium at Battle Creek, Michigan, 
has recently established a new division known as the Institute for Mental 
Hygiene. This Institute oeceupies a separate fireproof building and has ae- 
eommodations for 75 patients. Dr. J. L. MeCartney, former director of 
psychiatrie work at Elmira Reformatory, has been placed in charge of the 
new Institute. 


—The Rome State School at Rome, New York, announces its 20th annual 
summer school to be held at the institution, July 1 to August 10, 1935. The 
courses offered include abnormal psychology, methods of teaching mentalls 
deficient children, social ease work, psychometrie examinations, modern 
trends in social adjustment, and industrial arts. Detailed information may 
be obtained from Anna G. Briggs, director of schools, Rome State School, 
Rome, New York. 


NOTES 


—Dr. Maurice Craig, distinguished English psychiatrist, died January 
6, 1935, at 68 years of age. Dr. Craig, after graduating from Cambridge 
University, took a medical degree at Guy’s Hospital in 1892. He entered 
Bethlem Hospital, and later became lecturer in psychological medicine at 
Guy’s Hospital, where he taught for 20 years. Dr. Craig was instrumental 
in organizing the Cassel Hospital for the treatment of psychoneuroses and 
recoverable psychoses. 


—Dr. Combes’ Sanitarium, at Corona, New York, was discontinued, 
March 26, 1935. This institution was originally licensed for the eare of 
mental patients by the State Commission in Lunacy, June 24, 1891, and 
was in continuous use for such purpose for nearly 44 years. The property 
of the institution was recently taken over by New York City for a public 
purpose and the patients were all discharged. The medical records of the 
sanitarium have been placed in Bloomingdale Hospital, White Plains, N. Y. 


—The American Association on Mental Deficiency will hold its 1935 
annual meeting at the Palmer House in Chicago, April 25-27, inclusive. 
The attractive program arranged for the meeting will emphasize particu- 
larly the practical aspects of special class education and the relationship 
of general medicine and psychiatry to the problem of mental deficiency. 
The chairman of the program committee is Dr. Stanley P. Davies of New 
York City. The Chieago meeting will be in charge of Dr. Mary Wolfe, 
president, and Dr. Groves B. Smith, secretary and treasurer. 


—The third series of Thomas William Salmon Memorial Lectures at the 
New York Academy of Medicine will be given by Dr. William A. White, 
of Washington, D. C. The first lecture, which will be given Friday evening, 
April 12, 1935, at 8:30 p. m., will relate to ‘‘ Psychiatry as a Medical Spe 
cialty.’’ The second lecture, to be given on Friday evening, April 19, will 
deal with ‘‘The Social Significance of Psychiatry.’’ The third and final 
lecture, which will be given on April 26, will diseuss ‘‘The General Impii- 
eations of Psychiatrie Thought.’’ 


Dr. Clarence O. Cheney, director of the Psychiatrie Institute, has ar- 
ranged an interhospital conference for the ‘‘down-State’’ hospitals to be 
held at the Institute, April 18 and 19, 1935. He has also arranged a similar 
conference for the ‘‘up-State’’ hospitals to be held at the Utiea State Hos- 
pital, May 3 and 4. The program in both conferences will deal largely with 
the treatment of general paresis. Several studies relating to the treatment 
of this disorder will be presented and data showing comparative results will 
be shown. 
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—Letchworth Village, a New York State school for the care and treatment 
of mental defectives, is offering one-year residencies in mental deficiency, 
The purpose is to train recent medical graduates in the fundamentals of 
elinieal, educational and research aspects of mental deficiency. The course 
of training will begin July 1, 1935. Applicants for a residency must be 
vraduates of a Class A medical school and must have had a general interne- 
ship of one year. Applications should be made to Dr. Charles S. Little, 
Superintendent, Letchworth Village, Thiells, N. Y. 


—According to a recent bulletin of the Federal Census Bureau, the pa- 
tients on the books of State hospitals for mental disease in the United States 
on January 1, 1934, numbered 374,821. Of these, 332,517 were resident 
patients and 42,304 were on parole or otherwise absent. The increase in 
resident patients during the year of 1933 was 10,696. The first admissions to 
these hospitals during 1933 totaled 69,368, of whom 41,029 were males, 
and 28,539 females. The principal psychoses were represented among first 
admissions as follows: Dementia prweox, 13,902; manic-depressive psycho- 
ses, 8,937; psychoses with cerebral arteriosclerosis, 7,808; senile psychoses, 


6,254; general paralysis, 5,861; alcoholic psychoses, 3,431. 


—The prosecution of the physician who last year conducted the Los 
Angeles Narcotie Clinie has attracted national attention. It appears that thi 
clinie was started for the treatment of pathological drug addicts and was en- 
dorsed and approved by the Los Angeles County Medical Society and the 
City and County Health Department. However, operations of the clinie were 
held to be in violation of the Federal Narcotie Law, and Dr. Edward Hunt- 
ington Williams, well-known editor and author, who had charge of the 
clinic, was arrested and tried on criminal charges. The jury in the ease, 
after 48 hours of consultation, decided that the physician who wrote pre- 
scriptions for the addicts, was guilty of a felony for each offense. The case 
is being strongly contested and the outcome will be watched with interest. 


—The 91st annual meeting of the American Psychiatrie Association will 
be held at the Mayflower Hotel, Washington, D. C., May 13-17, 1935. The 
opening sessions will be conducted by the Section on Convulsive Disorders 
and the Section on Criminolegy and Conduct Disorders. The first general 
session will be held Tuesday morning, May 14, and the program will be eon- 
tinued by two section meetings each morning and afternoon up to Friday 
afternoon when there will be a reception at St. Elizabeth’s Hospital. The 
annual dinner of the association will be held on Wednesday evening, May 
15, and the round-table meetings on Thursday evening, May 16. Eleven 
round-table conferences are provided for. Two topies of major importance 
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to be discussed at the section meetings relate to ‘‘Personality’’ and ‘‘The 
Psychiatrie Implications of Conduct’’. Many of the leading psychiatrists 
of the country wiil have place on the program. 


__An International Neurological Congress will be held in London, begin- 
ning Monday, July 29, 1935. The program will begin with papers on epi- 
lepsy. Among the speakers at this session, presided over by Professors 
Marburg and Rossi, will be Prof. Abadie of Bordeaux, Prof. Buseanio of 
Catania, Dr. Stanley Cobb of Boston, Dr. Frisch of Austria, Prof. Orzechow- 
ski of Warsaw, Prof. Spielmeyer of Munich, Dr. Ulrich of Switzerland, Dr. 
Penfield of Montreal, Dr. Sgalitzer of Vienna and Dr. Muskens of Amster- 
dam. Tuesday, July 30, will be devoted to a discussion of the physiology 
and pathology of the cerebrospinal fluid. The principal speakers will be 
Dr. Weed of Baltimore, Dr. Schaltenbrand of Hamburg, Dr. Riser of Tou- 
louse, Mr. Cairns of London and Dr. Georgi of Gverdon. The program of 
August 1 will be devoted to the functions of the frontal lobes, with papers 
by Dr. Barre of Strasbourg; Dr. Delma-Marsalet of Bordeaux, Prof. Gold- 
stein of New York City, Prof. Donaggio of Modena and Dr. Vincent of 
Paris. The sessions on August 2 will be devoted to a eonsideration of the 
hypothalamus and the central representation of the autonomie system. The 
chairman of this session will be Professor Brouwer. The speakers will in- 
elude Dr. Kappers of Amsterdam, Prof. Clark of Oxford, Prof. Hess of 
Zurich, Prof. Lhermitte of Paris, and Dr. Harvey Cushing of New Haven. 


—Plans are being perfected for the second International Congress on 
Mental Hygiene, which will be held in Paris, July 27-31, 1936. The Con- 
gress will be in charge of the following officials: 

Honorary president: Dr. Henri Claude. 

President of the congress and chairman of the executive committee: Dr. 
Edouard Toulouse. 

Vice-chairman of the executive committee: Dr. Augusta Ley. 

Permanent secretary: Mr. Clifford W. Beers. 

Secretary-general: Dr. George Genil-Perrin. 

Treasurer: Mr. Robert Danachy. 

Chairman of the program committee: Dr. René Charpentier. 

Vice-chairman of the program committee: Dr. Augusta Ley. 

Chairman of the committee on organization and publicity: Dr. Jean 
Lepine. 


Vice-chairman of the committee on organization and publicity : M. Joseph 
Delaitre. 


It is planned to have two sessions each day during the duration of the 
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Congress. At each session three reports dealing with closely related sub- 
jects will be presented. It is hoped to have all reports and communications 
in the hands of the program committee before November 1, 1935. 


—Important recommendations relating to the organization of public 
schools and the training of subnormal and gifted children are contained in 
the report of the Commission on Mentally Retarded and Gifted Children 
which was submitted to the New York State Board of Regents in March, 
1935. The commission was appointed by a concurrent resolution of the State 
legislature in 1931 and again in 1932. Its membership included the commis- 
sioner of education as chairman, the majority and minority leaders of the 
Senate and Assembly, the chairman of the Senate and Assembly committees 
on public education and 10 citizens prominent in educational and business 
circles. The most significant findings of the commission are indicated by 
the following recommendations: 

1. Complete abandonment of the traditional grade organization in which 


a grade means a definite level of achievement before promotion and a pro- 
cedure common to all in the class. 


2. A judicious combination of many plans for meeting pupil differences 
and pupil needs, such as coaching teachers, activity programs and ability 
grouping, is recommended. 

3. Each city should make a careful survey to locate the retarded and 
gifted children and then organize classes for them. 


4. Special classes should be organized in all central rural schools. 


5. In small rural schools psychological tests should be given to all the 
duller children so that they may better understand their limitations. 


6. Rural schools should be reorganized into larger administrative units 
so that there will be enough children to warrant the organization of special 
classes. 


7. The organization of special class for children of junior and senior 
high school age should be encouraged, as well as similar classes in the ele- 
mentary school. 


8. Because the present study made by the commission shows that there 
is a lack of clear recognition of the problems presented by gifted children, 
it believes a survey of the state should be made to locate gifted children 
and to gather information which might indicate the kinds of training which 
should be offered them. 


9. The State Education Department should have adequate personnel to 
supervise classes for mentally subnormal and gifted children. 


